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Abstract 
In Unbearable Weight: Feminism, Western Culture, and the Body, Susan Bordo (1993) 
integrated Mary Douglas‘s theoretical ideas about the body with Michele Foucault‘s ideas about 
power to explore how the female form is constructed within United States (US) society.  She 
analyzed media representations and extreme attempts at body modification to understand US 
cultural fantasies and anxieties about women‘s bodies.  Building on this work and using John 
Janzen‘s (1992) theory of the social reproduction of health, a theory that looks at how classes 
attempt to maintain the social structures and patterns that give them advantage across 
generations, this dissertation considers beliefs about body construction among fifty-five women 
of varying social position in Kansas City from February 2008 to February 2009. Among these 
fifty-five women, those with the greatest access to resources engaged in strategies attempting to 
obtain the ideal body, while women with the least access had bodies that deteriorated to a point 
where they had several chronic, often disabling health conditions.  Based on these fifty-five 
women, four composite categories or ideal types were identified. Women‘s attempts to obtain the 
ideal body related to a desire to control and regulate their lives. Once women lost the ability to 
actively improve their bodies, they sometimes purposefully engaged in unhealthy behaviors in an 
attempt to exert agency. 
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Chapter 1 – Women’s Health and Wellness in Kansas City 
Introduction 
In Unbearable Weight: Feminism, Western Culture, and the Body, Susan Bordo (1993) 
integrated Mary Douglas‘s theoretical ideas about the body with Michele Foucault‘s ideas about 
power to explore how the female form is constructed within United States (US) society.  She 
analyzed media representations and extreme attempts at body modification to understand US 
cultural fantasies and anxieties about women‘s bodies (ibid: 15).  Building on this work and 
using John Janzen‘s (1992) theory of the social reproduction of health, a theory that looks at how 
classes attempt to maintain the social structures and patterns that advantage them across 
generations, this dissertation considers beliefs about body construction among fifty-five women 
of varying social position in Kansas City from February 2008 to February 2009. Among these 
fifty-five women, those with the greatest access to resources engaged in multiple strategies 
attempting to obtain the ideal body, while women with the least access had bodies that 
deteriorated to a point where they had several chronic, often disabling health conditions. Based 
on these fifty-five women, four composite categories or ideal types were identified. Women‘s 
attempts to obtain the ideal body related to a desire to control and regulate their lives. Once 
women lost the ability to actively improve their bodies, they sometimes purposefully engaged in 
unhealthy behaviors in an attempt to exert agency. 
Research Problem 
When research began in February 2008, the primary question was whether women‘s cultural 
construction of cardiovascular disease (CVD) risk varied based on their access to health care as that care 
was mediated by health insurance.  The research was not meant to address CVD risk from a public health 
perspective.  It was meant to be an anthropological study of how public health and health-related 
industries influenced cultural knowledge.  The primary hypothesis was that a woman‘s relationship 
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with her health care provider would be the most influential factor in determining her health-related 
behaviors, and women with good insurance would have access to good doctors who spent long periods of 
time with them telling them what to eat, how often to exercise, and supporting them in these efforts.  The 
research had three elements: (1) to assess the CVD information that was circulating in the area and how 
that information was influenced by public health and health-related industries; (2) to explore how 
women‘s knowledge of CVD and CVD risks were influenced by circulating information and from 
women‘s own experiences; and (3) to record how the knowledge that women expressed affected their 
actions and interactions.  As elements of the research progressed, it became clear that the hypothesis was 
both wrong and inadequate to understand the cardiovascular-related health behaviors of these fifty-five 
women.  Instead, their perceptions of cardiovascular health were tied into ideas about body image, social 
class, and individual morality. 
Data Collection and Analysis  
 Data were collected through a combination of (1) participant observation, (2) informal discussion, 
and (3) formal interviews with women found at locations such as laundromats (coin laundries), clinics, 
community centers, workout facilities, cafes, coffee shops, and libraries.  Locations were selected based 
on what women reported in terms of where they spent their time and accessed needed services.  Based on 
the information women provided, research settled on locations and events along the state line in 
Wyandotte and Johnson counties in Kansas and Jackson County in Missouri.  Some places were visited 
repeatedly, others only one or two times.  When possible, through an attendant or governing body, 
permission was sought and granted prior to observation and recruitment.  Because many of the beliefs that 
are part of modern socialization come from what people see on television, a sample of the evening news 
and commercials shown during it were also reviewed 
I asked the fifty-five women who participated in formal interviews if they could be recorded and 
to fill out a demographic questionnaire.  Only two refused the questionnaire; three refused to be recorded.  
Because of the nature of the research, I met with some women many times over the course of the year.  
Others I met with only once or twice. Because the women came from all over Kansas City, interviews 
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took place throughout the metropolitan area with the exception of locations to the north of the Missouri 
River (Northtown).  None of the women who agreed to be interviewed lived in that area.     
The Women 
  Of the fifty-five women who were formally interviewed, ten had medical training; forty-five did 
not.  Of the fifty-three who filled out a demographic form, participant ages ranged from twenty to 
seventy-four years with six participants in their twenties, eleven participants in their thirties, twelve in 
their forties, fourteen in their fifties, seven in their sixties, and three in their seventies.  Annual household 
incomes began at under $5,000 and ended at more than $300,000.  Education levels started with the tenth 
grade and ended with ten women who completed graduate school.  In addition, two of the women who 
completed graduate school had two master‘s degrees.  A third was in a Ph.D. program, but she had only 
completed one course.   
As data were coded, patterns in how women responded to questions began to emerge based on 
women‘s descriptions of their health insurance and access to care. Four groups were identified and 
labeled as (1) cultivated bodies, (2) managed bodies, (3) neglected bodies, and (4) forgotten bodies.  
Women were placed in a group based on whether they had insurance and, if they did, what they said they 
paid for their premiums, copayments and coinsurance, and deductible as well as their experiences using 
their insurance to access care and whether they had unmet health needs.  Criteria for categories were 
based on women‘s responses the following questions: 
 Tell me about your health insurance. For example, what is good or bad about it?  What 
does it cover or not cover? 
 Can you tell me about an experience you had with your insurance company that stands 
out to you? 
 Was there ever a time you needed to go to the doctor but didn‘t go because of the cost? 
Was there a time a loved one could not go?  Was there another reason that prevented you 
from going to the doctor? 
 
Responses were broken into eight insurance categories from one (none) to eight (great) defined not only 
by insurance but also unmet health care needs.  Women were designated as none if they lacked health 
insurance and had a great deal of unmet need.  Women with great insurance paid very little for their 
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policies and were not only able to go to the doctor whenever they wanted but treated their health care as a 
commodity.  I was then able to code data for concepts and consider codes in correspondence to insurance 
types.  Concept clusters were identified.  The different body groups--cultivated, managed, neglected, and 
forgotten--came from review of these patterns as they revealed differences in how women talked about 
medical care, diet, exercise, and the body.         
The information used to create each group was subjective, derived from women‘s explanations 
and interpretations of their insurance and care. One woman showed me statements she received from her 
health insurance company denying her claims.  Another showed me premium bills and a third lab results. 
These were the only formal documentation seen.  It was possible that some women lied about this 
information or, more likely, that they provided the wrong information because they did not know it was 
wrong.  For example, there were women with neglected bodies who said they did not have coinsurance 
when, based on my knowledge of their policy holder, they did.  Since they were never able to meet their 
deductible and paid for all of their health expenses without reimbursement, they did not realize they had 
coinsurance.  Because of the way categories were constructed, using not only insurance information but 
also unmet health care need, such discrepancies in premium or cost sharing amounts should not invalidate 
categories.     
Women with cultivated bodies had health insurance that allowed them to see any kind of doctor 
(e.g., primary care physician, dermatologist, cardiologist) at any type of location (e.g., hospital, clinic, 
private practice) whenever they wanted for little or no out-of-pocket cost.  Women with managed bodies 
had insurance that allowed them to make an appointment to see a basic provider (e.g., primary care 
physician, gynecologist) when they wanted, but they had to wait for several days or weeks for their 
appointments depending on their problem; three had Medicare.  They were usually required to obtain a 
referral to see a specialist and had higher copayments and deductibles than women with cultivated bodies.  
They had incomes high enough to pay these out-of-pocket costs.  Women with neglected bodies had 
insurance that allowed them to schedule appointments with providers but, because of copayments and 
deductibles, had a difficult time paying for them; three had Medicaid.  These women received limited care 
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except for extreme problems because they could not afford it.  Women with forgotten bodies did not have 
health insurance at the time of their interviews.  They could not afford to pay for health care out-of-pocket 
and were dependent on charity services for assistance.   
Among the fifty-five women interviewed, health insurance was a good indicator of their social 
position.  Income levels corresponded to insurance as women with higher incomes had better insurance 
and women with lower incomes either had worse plans or did not have insurance at all. However, the 
relationship between income and insurance was not perfect.  The best health insurance came from 
employment with the federal government, and while women who had or whose husbands had such 
employment had high incomes, women who worked as corporate executives made more.  Women with 
group health insurance plans had better overall coverage and paid less out-of-pocket for premiums than 
those with individual-based insurance plans.  Only two women out of the fifty-five said they passed on an 
employer-based group plan because the price of the premium was unaffordable.  At that time, both were 
at the bottom of their employer‘s pay scale.   
Among the ten women with a graduate degree, only one had no health insurance and was 
identified as having a forgotten body.  Similarly, only one woman with a graduate degree had bad 
insurance and was identified as having a neglected body.  There were an additional four women with 
four-year degrees who had neglected bodies.  All of them worked in service-related industries, two in 
advocacy or assistive positions for people with disabilities and people who were indigent.  Two of the 
women with managed bodies had no more than a high school diploma and one had only some college.  
All but one of the women with in the cultivated body group had at least a four-year degree.  The one 
without a degree had some college and was married to a college graduate.  She also worked as a corporate 
executive at a firm that allowed her to start as an office girl and work her way up the ranks to vice 
president.   
The Ideal Body 
Health and health care are commodities in the US (Horton and Lamphere 2006: 33).  In Kansas 
City, multiple entities offer health-related products from colonoscopies to step-aerobic classes for money.  
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Ads for products also run in many media outlets.  They encourage people to use products to make their 
bodies look young and thin.  People see ads several times a day, which may influence how they think 
about themselves and others.  Based on the things women said about their bodies, women in Kansas City 
want to look like the women in ads.  They think that other women should look like the women in these 
ads as well.  Public health messages that associate disease risk with age and body weight legitimate the 
images that are presented.  Both public health messages and ads reinforce social ideas that there is a 
normal, preferred body type.  Ads also project the idea that with the right products and amount of effort 
everyone can have that body type.  In reality, what society identifies as the perfect body is impossible to 
obtain without the use of extreme forms of body modification such as plastic surgery (Bordo 1993).   
While the socially defined version of the perfect body is out of reach for most people, even 
everyday products with real, related benefits like fresh fruits and vegetables are easier for women with 
high incomes and suburban addresses to obtain.  This situation leads to observable differences in the 
bodies of high and low status individuals (Schroeder 2007).  Among the women interviewed in Kansas 
City, those with the highest incomes and best access to health care were generally the most like women in 
ads and were thin.  Women with the lowest incomes and worst access to care were generally overweight 
or obese.  The association between the ideal body type and social status increases the desirability of this 
body type as a marker of social class.  Interviewed women wanted the perfect body.  Those with the most 
income worked hard and used medical help to approximate it.  Women with less income were frustrated 
and believed they could not obtain such a body without products they could not afford.   
Beliefs about individual body form simultaneously integrate into existing ideas of why society is 
hierarchical and why people at the top deserve greater access to resources.  Prestige is based on individual 
wealth as well as the perceived ability of an individual to improve her social position or to ―raise herself 
up by her bootstraps‖ (Bordo 1993: 193-195).  An overweight person is perceived to lack the necessary 
discipline for self-improvement.  Women in Kansas City repeatedly said that overweight people were out 
of control even when the person speaking was overweight.  This social pressure drives women at the top 
to use every resource available to look as good as possible.  Women in the middle tried to mimic the 
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women at the top. Without access to the same resources, they ended up purchasing convenience products 
that misled them about their actual health benefits.  Women at the bottom were frustrated and felt left out.  
Improvement occurred among a very few women at the bottom who found a combination of education 
and social support.  They were assisted by people who cared about them individually and helped them 
learn about good nutrition, physical activity, and ways to incorporate these into their lives with their 
limited time and budgets.  This support was part of a process whereby women developed a sense of self-
worth.  Simultaneously, women who slipped down the class ladder and lacked support complained they 
had no control over their lives and they were socially abandoned. They engaged in self-described self-
destructive behaviors that destroyed their bodies from within.  
Women with the greatest access to resources strove for bodily perfection because of social 
pressure.  They tried to make their bodies look good, but their efforts did not always improve their health 
and sometimes were harmful.  They treated doctors like expert salesmen and shopped from specialist to 
specialist to find the treatments they believed would help them the most.  Women below them in social 
position either mimicked them or were jealous of them, believing these women had the best this system 
could offer.  Although women expected the system to work this way, they also wished they had a more 
intimate relationship with their health care providers.  All of the interviewed women wanted a healer who 
knew them.  They wanted a person they could trust to take care of them. As one woman said, they wanted 
a person with whom they were comfortable interacting with ―when naked.‖   
Regardless of social position, all of the interviewed women made statements that cast health and 
health care as commodities.  But they wanted more.  Women indicated that health was not just an 
individual state.  Ideally, it was also a social one.  As health related to society, women indicated that good 
health was a group effort made not only for individual improvement but for the improvement of society as 
a whole.  When women believed that someone was not doing her part, they were angry about it. Women 
were divided on how to best achieve such a system with ideas being associated with the amount of trust 
they were willing to place in government institutions.                   
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Dissertation Chapters 
The themes above are discussed in the following ten chapters.  Chapter 2 begins with a discussion 
of inequality in the US and the decline of the American worker since the 1970s.  It explores social class in 
this country and how class relates to social reproduction or the use of social institutions to maintain 
classes from one generation to the next.  It specifically addresses the social reproduction of health or how 
access to health resources plays into social reproduction.  Because access to health care is largely 
controlled by access to health insurance, the chapter explains how health insurance worked in the US at 
the time of the fieldwork, how it helped shift resources from the poor to the rich, and how a health care 
system based on the accumulation of wealth has led to profit becoming more important than caring for the 
people within this system.  The unequal distribution of resources leaves visible marks on bodies through 
poor health.  These marks show social position, while the individualized nature of risk causes people to 
internalize their poor health and blame themselves for behaviors that they are often unable to control 
because they lack the necessary resources.  This chapter concludes with a discussion of body theory as 
used by medical anthropology. This theoretical tool is used to conceptualize how individual, social, and 
political worlds intersect and influence one another and leads into a final discussion of the literature on 
lay epidemiology.     
Chapter 3 introduces Kansas City.  It offers a demographic snapshot of the city with particular 
emphasis on how social division was geographically spaced.  It provides a detailed discussion of the 
methods, beginning with how data were collected and finishing with a description of how the four body 
types were derived.  It also provides an overview of the fifty-five interviewed women.  Finally, it shows 
how economic decline affected Kansas City at the time of the research. 
Chapter 4 begins with a discussion of the information circulating about CVD in Kansas City.  It 
explores how information varied based on its intended audience.  It then talks about themes in news 
stories and commercials that were presented to the general public.  It finishes with a review of women‘s 
shared perceptions of CVD and CVD risk. 
9 
 
Chapter 5 is about women with cultivated bodies or women who used an excess of health 
resources to try and maintain or create the American idea of the ideal body.  Chapter 6 introduces women 
with managed bodies, or women who attempted to cultivate their bodies without the same resources as the 
women in Chapter 5.  Women with managed bodies relied on products that promised to help them 
cultivate their bodies but were often disappointed.  Chapter 7 is about women with neglected bodies, or 
women who once cultivated or managed their bodies but who had slipped down the social ladder and 
were no longer able to invest the same level of resources into their physical forms.  These women 
attempted to exert control over their lives and bodies using strategies that were diametrically opposed to 
the strategies of women with cultivated bodies.  The breakdown of their bodies and their poor health 
behaviors helped legitimate the individual, for-profit nature of the US health care system.  The women in 
Chapter 8 had forgotten bodies and had difficulty accessing quality health resources, which led to the 
deterioration of their bodies as they slipped down what was known as the disability trajectory.  These 
women longed for a cultivated body, but they rarely attempted cultivation because they simply did not 
have the resources required.   
 Chapter 9 relates four case studies that show how attempts to cultivate or not cultivate the body 
related to feelings of control.  Chapter 10 finishes the dissertation with a discussion of the social 
reproduction of health in relation to the four body types and how the distribution of health resources could 
be used to maintain class structures within the US.  It also looks at how the distribution of resources 
combined with for-profit motivations could destroy the social reproduction of health in the sense that this 
combination can cause people to lose sight of their responsibility to one another.    
One Limitation of the Research 
Limitations of the research are addressed in more detail in Chapter 3, but it is especially 
noteworthy that the form of the human body is always limited by biology.  No matter how they are 
treated, all bodies eventually deteriorate (Schilling 2003: 124; Bourdieu 1986: 245).  Because of this, 
individuals in higher classes may choose to take the resources others would use for cultivation and invest 
them somewhere else (Schilling 2003: 125; Bourdieu 1986: 254).  In the US, women are much more 
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likely to invest in their bodies than men because of the importance placed on the feminine body ideal.  
This is especially true of professional women because youth is an important part of this ideal and 
professional success often comes at a later age (Wolf 1991).  A limitation of this research is that the 
majority of participants from higher social strata are professionals.  Those who are not once were and 
remained friends with women who continued to work in high-level positions.  Thus, the women discussed 
may have been more likely to feel a need to cultivate their bodies than other women.  Women in the lower 
social strata also worked and may have been more inclined to desire cultivation than their unemployed 
counterparts as well.  Similar studies of nonworking women are needed to address their attitudes toward 
the body. 
Summary  
The research initially proposed that women‘s health behaviors were a product of their health care 
access. This was too simplistic. Instead, women‘s health behaviors related to their social class, beliefs 
about body image, and about morality.  Participant observation and interviews, including formal 
interviews with fifty-five women, led to the creation of four groups identified as women with cultivated, 
managed, neglected and forgotten bodies.  These groups are explored throughout the body of this text. 
While the applicability of the dissertation to a larger population is not possible because of the small 
sample size, the fact that these groups were found among these fifty-five women speaks to problems with 
the US health care system at the time of the research.     
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Chapter 2 –Social Class, Health, and the Social Reproduction of Health 
Introduction 
 Information provided by interviewed women showed that for them, beliefs about cardiovascular 
disease (CVD) were deeply tied into their beliefs about body image, social class, and morality.  Women 
said CVD was a result of bad or immoral behavior such as overeating and being lazy, reflected through 
what bodies looked like. The interviewed women then related their ideas about body image to social class.  
The research happened at a time of growing wealth inequality in the United States (US).  Because 
people‘s social position affects their ability to access health-related resources, poor people in the US bear 
the marks of poverty in the form of increased rates of disease and disease risks, such as obesity (Nguyen 
and Pescahard 2003: 458).  Although the limits placed on people‘s access to resources are largely 
structural, the dominant ideology in the US is that all people can control their social position through hard 
work and individual ability, making such physical manifestations of disease and disease risk indicators of 
personal failure.  Increased wealth disparity is a result of changes in public policy that place the rights of 
corporations over the rights of individuals and allow corporations to obtain extreme profits at the expense 
of common people (Perrucci and Wysong 2008).  While corporate changes have happened across all 
industries (Bodley 2005), the conglomeration and quest for profits in the insurance and food industries 
increased health-risk and made associations between a body at risk for CVD and personal failure more 
salient.  
 This chapter begins with a discussion of America‘s growing inequality at the time of the research, 
and relates it to social class, exploring beliefs that associated social position with individual ability.  The 
chapter ties class to health using the theory of the social reproduction of health, a theory that looks at 
differential class access to resources, based on earlier theories of social reproduction. This leads to a 
discussion of health insurance because of the influence it has over the social reproduction of health.  
Because health insurance can either be used to redistribute resources collected from the able bodied to 
those in need or can be used to centralize resources, collecting them from people who fear the onset of 
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poor physical health with the promise of assistance and then failing to provide that assistance, a 
discussion of the health insurance industry at the time of the research finishes this section.   
In the US, health insurance centralizes resources to the benefit of a few at the expense of the 
many, but this shift in resources and its associated effects on health go largely undocumented.  Reasons 
for this are mentioned.  Failure to look at class and health obfuscates class differences and the structural 
limits that are placed on achieving good health.  Limits are then socially redefined as manifestations of 
bad behavior.  Because behavioral risks associated with poor health become important in perpetuating 
American ideology, the anthropology of risk is reviewed and followed with a discussion of obesity as a 
class issue.  This section ties obesity to the rise of cheaply-produced, processed foods and poor access to 
resources.  The nature of the body makes it a site of assimilation and resistance (Scheper-Hughs and 
Locke 1987), which is theoretically considered in the section, The Hegemonic Body.  Finally, because the 
original intent of the study was to consider the lay epidemiology, or lay perception of CVD risk, the 
literature on the lay epidemiology is reviewed with special attention to clinical CVD risks.   
Although obesity is considered at length, smoking is only briefly mentioned.  Smoking is relevant 
to the issues discussed in this chapter and dissertation.  In many ways it appeared that the interviewed 
women‘s beliefs and behaviors associated with smoking paralleled their beliefs and behaviors associated 
with obesity. However, smoking was regarded as a sin to such an extent among these fifty-five women 
that it received only a cursory mention and little detailed discussion.  Further consideration of smoking in 
this context and its relation to obesity is planned for future work.    
American Inequality 
 In, The Epic of America, James Truslow Adams (1931) defined the American Dream as a dream 
of opportunity and of prosperity, where everyone could achieve the highest standard of living they were 
capable of, based on hard work and ability, not on the circumstances of birth or social position (Library of 
Congress 2010: on-line).  The American Dream is a promise that everyone can succeed in the way they 
define success, although people may define it differently.  The American Dream is the central ideology of 
American society (Hochschild 1995: xi), but it is hard to say whether it was ever real.  Segments of the 
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population were always excluded based on characteristics of their birth.  For others, something like it 
existed between 1946 and the early 1970s, a period called the age of shared prosperity.  This was the time 
when the US was at its most equal in terms of wealth and income (Gilbert 2008: 236; Hardy 2009: 496).  
This level of equality was hard won and achieved only through social programs that came out of workers 
movements that culminated during the Great Depression.  These programs were funded by a progressive 
tax code that required the rich to pay a more equal share in terms of their total wealth and helped many 
Americans climb the social ladder (Aronowitz 2003).          
 The climb ended in 1973 when the standard of living for the average American began to decline 
(Perrucci and Wysong 2008: 54).  Wage disparities between top and bottom earners also began to 
increase and continued to do so for the next three decades (Hardy 2009: 496; Gilbert 2008: 236).  In 1980 
the ratio between the average annual incomes of a corporate executive officer (CEO) compared to a 
production worker was forty to one, or around $1.4 million to $33,758 in 2005 dollars.  By 2005 the ratio 
was 411 to one.  In 2005 the CEO made $11.3 million while the production worker made $33,509, or 
$241 less than the worker did in 1980 (Perrucci and Wysong 2008: 58).  In this period, income and wealth 
inequality increased in other Western nations as well but none as much as in the US. By 2008, earning‘s 
disparity in the US was the greatest of any Western country and the highest it had been since the Great 
Depression (Hardy 2009: 496; Piketty and Saez 2006: 201).    
The decline was predicated by a number of political and social events.  Many of the hard won 
programs and industry concessions that were instrumental in improving the lives of average Americans 
were eliminated.  In the late 1970s, the US government began to deregulate industry, dismantling union 
rights and eliminating worker protections (Aronowitz 2003: 103-110).  In the 1980s, changes in programs 
like Aid to Families with Dependent Children (AFDC) created more requirements to qualify.  New 
requirements meant greater bureaucratic entanglements and reduced program effectiveness.  By the mid-
1990s, some programs spent more than half of their budgets on administration.  Once bound in red tape, 
the same groups who demanded new requirements used program bureaucracy to cast doubt on the 
effectiveness of the government (Duffy 1997: 2).  By the late 1990s, the social safety net, or programs 
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created to help those most in need survive, were limited (ibid: 3-4).  For example, increased restrictions 
on food stamp and Medicaid eligibility meant that those most affected by poverty, single mothers with 
dependent children in southern states, sometimes remained more than 50 percent below the national 
poverty level as they collected benefits (ibid: 8).  Cuts in programs were required because changes in tax 
policy reduced how much the highest earners paid.  In the early 1960s, the marginal income tax rate for 
the highest earners was 91 percent.  In 1988 it was 39.8 percent.  By 2003 it was 35 percent.  As it 
decreased for the richest Americans, it increased for the poorest from around 6 to 15 percent (Piketty and 
Saez 2007: 3, 23-24).    
Americans allowed changes in policy to happen for several reasons.  Because the generations 
born after World War II did not see the hardships of the late 19
th
 and early 20
th
 century, they were not as 
concerned about economic battles as their parents and grandparents (Aronowitz 2003: 58).  Instead they 
turned toward moral issues like abortion.  Those opposed to social programs also took advantage of the 
combination of American ideology and increased prosperity to blame people who lacked access to 
opportunity for their poverty.  Blame was especially harsh against people who did not fit social ideals, 
such as single mothers.  This turned remaining economic issues into moral ones (Davidson and Harris 
2006: 53-54).  Many Americans also failed to fully notice their quality of life was diminishing because 
they used Band-Aids like the wages from newly working women to cover losses in family income 
(Heathcote 2009; Hoynes, Page, and Stevens 2006).  When women‘s wages were not enough, families 
turned to credit cards, introduced in the 1970s, to offset the difference (Manning 2000).  Each year 
brought changes in policy that let things grow a little worse for the average American, but most families 
found ways to staunch the bleeding.  However, Band-Aids made things worse in the long run because 
they turned reductions in quality of life into individual problems, which kept people from coming 
together to talk about the structural problems that hurt them.                 
Social Class 
Class is one of the last great American taboos.  This is not because Americans believe the US is a 
classless society (Perrucci and Wysong 2008: 48; Lareau 2008: 4).  Americans are experts at reading class 
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cues and assigning social place (Suarez 2008: 361).  They do not talk about class because it is not 
supposed to exist, at least not in a permanent way.  Just as the American Dream implies, Americans 
believe that in the US anyone can ‖raise themselves up by their bootstraps.‖  This idea is called the 
Horatio Alger myth after a 19
th
 century author who wrote about working-class protagonists who 
succeeded based only on their own merits. However, multiple studies of social mobility have shown that 
it is very difficult to improve social position in the US.  When these studies compare social mobility in 
the US to other Western countries, they find that it is no easier to improve social position here and, in 
fact, in many cases it is actually harder (Breen and Jonsson 2005: 233-234).   
Because people believe in the Horatio Alger myth, they think the US is a meritocracy, a place 
where people‘s lives are a reflection of what they deserve.  For the people at the top, this belief affirms 
their use of a disproportionate number of resources when compared to others in society.  For people at the 
bottom, it is disheartening particularly if they internalize their social place and see it as a sign of personal 
failure.  The myth that the US is a meritocracy keeps people from questioning the unfair system of 
resource distribution (Pratto et al. 1994: 741).  It also stops them from talking about social class because 
in a meritocracy admitting someone has a low social place relative to others implies that the person has 
not worked hard enough to grasp the opportunities presented to them.  Suggesting they will not raise their 
social position, even if it is because of structural factors, says they never will.       
Past failure to discuss social class means class is hard to define.  Previously people were more 
open about social class and used several categories to talk about it.  Categories were based on things such 
as occupation, income, and education and included such distinctions as working class, middle class, and 
upper middle class.  By 2008, these finer gradations had all but disappeared for most members of the 
public who represented the different classes using three broad categories.  These included the rich, the 
middle, and the poor.  People nearly always place themselves in the middle, which makes this category 
amorphous and useless (Gilbert 2008; Aronowitz 2003: 15; Wolff 2002, 2004).  In fact, the term middle 
class often mutes class issues by obscuring real social differences (Perrucci and Wysong 2008: 49).   
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Academics who talk about class also seem somewhat at a loss for how to define it.  Most  look at 
a broad range of variables that affect not only a person‘s current social position but a person‘s potential 
future position as well (Perrucci and Wysong 2008: 4-7; Gilbert 2010).  Karl Marx was the first to create 
a systematic way of looking at class.  He based his definitions on people‘s relationship to the means of 
production.  That is, he assigned people their class station based on whether they owned the factory or 
worked on its line (Gilbert 2010: 3).  Max Weber expanded on Marx‘ definitions to include available 
opportunities and differentiated between class and status, so that, for example, a working class, white 
American might feel he was middle class because he did not identify with the minorities he saw as 
making up the working class (ibid: 4).   
While class is most often associated with income and wealth, at its heart social class is about 
power and people‘s ability to access present and future resources (Aronowitz 2003: 26).  Pierre Bourdieu 
understood this kind of power was capital and added cultural capital (i.e., any quality people have that 
gives them advantage and status in society such as the way they talk or their educational credentials), 
social capital (i.e., the resources available to people through social obligation and social networks), and 
symbolic capital (i.e., the resources available to people through their embodiment or ascription of things 
with cultural value such as a veteran teacher running for the school board (Bourdieu 1986: 47, 243-258)). 
Social capital became a popular idea in the late 1990s, but it is not so much the development of 
this idea of social or cultural capital that set Bourdieu‘s work apart.  Bourdieu provided an analytical 
toolkit to break apart complex social concepts that related to class.  Anything people had that was socially 
valued so that it gave them differential access to or control over resources is a kind of capital.  For 
example, the rise of globalization and emerging technologies like the Internet make the ability to find and 
discern whether information is credible a form of capital (Appadurai 2006).   
This text relies heavily on physical capital, a form of symbolic capital that deals only with the 
body.  Physical capital is a concept meant to relate the importance of the body as a symbol of one‘s class 
status and as such to the body‘s importance in providing access to current and future resources.  The body 
works as capital because some forms are socially valued more than others and because of the physicality 
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of things such as work.  Physical capital is usually converted into other kinds of capital (Schilling 2004: 
474; Bourdieu 1984).    
The kinds of capital that Bourdieu identified are learned, embodied, and then transmitted across 
generations (Schilling 2004; Bourdieu 1984).  Physical capital comes from learned skills in physical 
education courses (e.g., pickle ball, fencing), private classes (e.g., gymnastics, tai-kwon-do), community 
activities (e.g., football, soccer), and by playing with family members.  If a child‘s parents work several 
jobs and do not have time to play, it makes it more difficult for that child to learn to do things like throw a 
softball.  This can affect their ability to play this popular team sport throughout their lives, affecting both 
the physical condition of their body, a form of symbolic capital, and their potential for social capital, as 
people often form friendships with their softball teammates.  Physical capital is also affected by the foods 
people eat as they grow up because people tend to acquire a taste for the foods they are served as children 
(Bourdieu 1984: 175-177).  The learned nature of physical capital combined with the rigid class structure 
of the US relate well to a prominent branch of social science theory known as social reproduction. 
―Social Reproduction‖ was defined by Marx (1967) to represent the idea that social systems, 
including their class gradations, are reproduced through day-to-day activities across generations.  Social 
reproduction includes survival basics such as provision of food, clothing, and shelter as well as more 
intangible things such as the transmission of knowledge, values, and beliefs.  It is a way to think about 
how, ―Various institutions (such as the state, the market, the family/household, and the third sector) 
interact and balance power so that the work involved in the daily and generational production and 
maintenance of people is complete‖ (Bezanson and Luxton 2006:3).  Work can be completed by any 
institution.  For example, the elderly can be taken care of by the state through a government pension, the 
market by private pensions, the family by children looking after aged parents, or through what Bezanson 
and Luxton (2006) call ―the third sector,‖ charity programs such as Meals on Wheels.   
Who is seen as responsible for and who does the work of social reproduction varies culturally but 
tends to fall most heavily on women (ibid: 3-4).  The work that mothers do for their children lays the 
foundation for social reproduction (Fox 2006: 231).  In addition, when the state, market, and third sector 
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fail to assist with reproductive tasks, these are left to families or what is considered the sphere of women 
in most societies (Luxton 2006: 11-44).  In capitalist nations, family labor rarely counts in terms of 
payment or profit, so when other institutions do not help, women‘s work is used to make up the difference 
(Caffentzis 1999: 175-176).   
Class and the Social Reproduction of Health 
Social reproduction considers how societies reproduce and how groups within them, usually 
social classes, work to continue the social structures and patterns that give them advantage from one 
generation to the next (Bourdieu 1977; Bourdieu and Passeron 1977; Meillassoux 1981; Foster 1995; 
Katz 2001).  The social reproduction of health combines this with analysis of how structures perpetuate 
conditions of health and ill-health among different members of society.  It looks at how health-related 
resources are made available through relationships, institutions, and support organizations and how this 
affects health directly and indirectly (Janzen 1992: 173, 154; Feierman & Janzen 1992; Janzen 2001).  
The social reproduction of health begins with the premise that health and ill health do not just happen but 
are produced socially because good health requires that people have access to adequate food, clean water, 
and appropriate housing.  At any given time there are individuals within a society, such as infants, who 
require care from others for their and for society‘s survival.  Productive members of society must make 
enough for themselves and for those who need assistance.  In addition, there have to be structures of 
customs and relationships in place to distribute excess resources (Janzen 1992).   
Quality of life for the average person has not declined just in the US over the past 30 years.  It has 
also diminished in other countries.  Many academics trace this reduction in standard of living to 
globalization and the rise of a certain kind of capitalism that favors the rights of corporations over the 
rights of individuals and societies (see: Bezanson and Luxton 2006; Aronowitz 2003; Gilbert 2008 and 
2010; Bodley 2005; and Perrucci and Wysong 2008; Katz 2001).  As quality of life deteriorates, class 
issues become more salient and things once taken for granted, such as access to clean drinking water, are 
lost.  Market-driven forces attempt to redefine the relationship between the state and society to increase 
corporate profits.  As they do this, they unstitch the very social fabric that makes up this social system.  
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Nowhere is this destruction more evident than in the US health care system (Rylko-Bauer and Farmer 
2002). 
Health insurance originated when groups of working people began to create small pools of 
resources so that if one among them became ill or was hurt their expenses would be covered (Stone 1993, 
2008).  This idea offers a perfect example of the economic side of the social reproduction of health when 
it works well because the underlying premise behind health insurance is that there is a need for mutual aid 
and that resources should be taken from the healthy and redistributed to the ill to increase the likelihood 
of recovery.  Health insurance can mitigate misfortune for the individual by sharing it with other members 
of a community and is thus a solidifying force.  Because who is allowed to participate in it defines 
community boundaries, it is also inherently political (Stone 1993: 289).   
Save the US, all developed nations as well as many developing ones use funds from taxes to 
provide health insurance for all of their citizens.  While health care systems in these countries vary, all 
share the same basic set of unifying goals that include (1) adequacy and equity in access to care for all 
citizens; (2) protection of all citizens income during times of health crisis; (3) citizens ability to have 
some choice in care; (4) provider ability to determine treatment without government interference; and (5) 
payment of all or most inpatient cost (Freeman 2000; Saltman 2004).  Countries have differing levels of 
success for each ideal and variations in health indicators shows that there is no perfect system.  Instead, 
each system reflects the core values that its society uses to define itself and is integrated into, as well as a 
reflection of, its culture (Saltman 1997, 2004; Stone 2008: 653).   Becker (2007) made the point that in 
many of these countries non-citizens, which are immigrants and others seen as socially unacceptable, are 
excluded from care.  The US excludes not only non-citizens but many of its citizens as well.   
Although the administration of health insurance generally reflects society‘s core values and 
culture, America‘s system is a free market one that developed haphazardly over many years.  During 
World War II, companies unable to raise worker pay offered health benefits as an incentive to retain or 
attract employees.  After the war, programs continued administered by the then not-for-profit Blue Cross 
and Blue Shield.  Through the 1970s, each employer that offered benefits received a single community 
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rating, and everyone in that employer group paid the same monthly premium to buy into their company‘s 
plan (Stone 2008: 653-654).  In the late 1970s, rising health care costs combined with political change to 
create for-profit insurance and an actuarial system that determines policy cost based on health risk (ibid.). 
With the exception of Medicare and Medicaid, the US health care system is not rooted in social 
solidarity but in profit motivation with the idea that each person deserves only what care they can afford.  
For most, the cost of care means that affordability is based on the cost of health insurance.  Employer 
plans often provide more benefits for less cost than individual ones but, for both types of coverage, a 
person is supposed to choose what services to pay for, usually combined into packages, and these services 
are the only things the plan covers (Stone 2008: 653).  This makes health insurance in the US a gamble 
for customers and providers, but insurance companies make sure the odds are in their favor. 
Insurance companies use complex actuarial algorithms to determine what they are likely to have 
to pay for each customer‘s future care and then charge that customer accordingly.  For individual plans, 
companies look at the probability that a person will have an accident or develop a disease based on factors 
such as age, sex, and previous health history.  Companies then base the cost of the packages offered to 
each individual on that person‘s risk of needing care.  Those who are already sick or who have what a 
company identifies as the precursor of a disease are either charged high amounts, told their policies will 
not cover particular kinds of care, or are deemed uninsurable entirely and refused access (Stone 2008: 
654).  Insurers use similar methods for employer-based group plans but attempt to assess the potential 
cost of the group as a whole.  Businesses with many employees can negotiate lower rates because they 
have a bigger pool of people to offset the cost of those who will need care.  Smaller groups have a more 
difficult time and, in some cases, one person with a poor health history can make insurance unaffordable 
for an entire group (Stone 1993).   
 Perverse incentives are free market incentives with unintended and undesirable consequences. 
Perverse incentives riddle US health insurance.  Companies are known to emphasize cost containment 
over service because they are best able to increase their profit when they: (1) shift health care costs onto 
patients; (2) limit the health care services that are provided; (3) limit payments to health care providers; 
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(4) only allow people with limited health care needs to participate (Kuttner 2008: 549).  Insurance 
companies charge customers a premium or monthly fee to provide services, which is how they make a 
profit, but they use additional charges to either keep people from using the services or so that the 
customer and not the insurance provider have to pay for them.  Additional charges are known as cost-
sharing and include: (1) Deductibles or the initial amount insurers are exempt from when people seek 
care; (2) copayments or the standard fee that is paid for a provider visit; and (3) coinsurance or the 
percent of the total bill an insured person pays regardless of other fees.   
The insurance industry defends cost sharing as a way to stop the overuse of health care services, 
which the industry says is supported with results from the RAND Health Insurance Experiment (HIE), a 
study conducted from 1971 to 1982.  The HIE was instrumental in the formation of the current health 
insurance system.  For it, RAND studied more than 7,700 people under sixty-five years of age in six US 
cities.  Those who participated were in the study for three to five years and were randomly assigned to 
groups that either received free care or care that required incremental levels of cost-sharing (up to 95 
percent).  While some researchers used data to conclude that increased cost-sharing resulted in less care 
utilization without serious health consequence (Manning et al. 1987), others pointed out that decreases in 
care included necessary and preventive treatments and disproportionately affected the poor (Chernew and 
Newhouse 2008: 412).  For the poorest participants, free care also resulted in improved control of 
hypertension, better vision, increased receipt of dental care, a reduction in serious symptoms, and less 
overall stress about health.  Increased cost-sharing also failed to improve participant health behavior 
(RAND 2006: on-line). 
Today even RAND questions HIE findings.  The benefits of cost-sharing are no longer valid due 
to changes in the system such as an increased use of managed care, increased use of pharmaceuticals, and 
greater emphasis on preventive care.  RAND acknowledges that the high cost of the system is primarily 
driven by the use of new technologies once care is sought.  The original study found that no money was 
saved once people actually went to the doctor (RAND 2009: on-line).  Care for chronic conditions such as 
diabetes is also much better now than when the HIE was conducted and likely results in improved health 
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outcomes and lower costs for those with consistent care (Chernew and Newhouse 2008: 413).  Later 
RAND studies have found that money is saved and health improved when copayments are reduced 
(Goldman, Joyc, and Karaca-Mandic 2006).     
Cost-sharing benefits insurance companies because it ensures that the poorest and sickest do not 
use medical services.  Several studies indicate high co-pays and deductibles lead people to avoid or delay 
care and reduce or eliminate prescribed medications (Stone 2008: 655-656; Hall and Moore 2008; 
Committee on Consequences of Uninsurance 2002; Fontstin and Collins 2006; Goldman, Joyc, and Zneng 
2007), which can have serious consequences and lead to the need for greater medical intervention 
(Goldman, Joyc, and Zneng 2007: 64-65).  Data also indicate that high cost-sharing reduces the use of 
preventive screenings for conditions where the time of diagnosis can affect the extent of needed medical 
services and a person‘s final health outcome (Trivedi, Rakowski, and Ayanian 2008).    
For insurance companies, the point of cost-sharing is not just to push costs onto customers but to 
limit provided services. Because high cost-sharing results in increased medical expense later on, it may 
appear counterintuitive that companies support it.  After all, they should bear the brunt of later, greater 
costs as well.  This is not the case.  Individuals in this system, specifically those at the bottom, change 
insurance providers or intermittently lose their insurance (Madrian 2005: 25; Cebul et al. 2008: 95).  
Medicare for those over sixty-five means people also age out of this system (Cebul et al. 2008: 94).  The 
frequency with which people change their health insurance provider increases provider‘s incentive to 
reduce care and limit reimbursement for preventive/diagnostic services as well as disease management 
(Cebul et al. 2008: 94; Herring 2009: on-line).  Within the insurance industry, providing such care to a 
customer who will not be a customer in the future is likened to providing that person‘s future insurance 
company a ―free ride‖ using free market logic (Herring 2009: on-line).  As is predicted from such logic, 
there is an observed increase in cost-sharing for industries with greater employee turnover.  These 
employees received less preventive care and, in retirement, have higher overall medical expenses (Fang 
and Gavazza 2007). 
 
23 
To limit customer use of services and how much they have to pay for them, insurance companies 
also sometimes place riders on plans that stipulate how much a person can spend for care over their 
lifetime as well as within a specified time frame.  Limits are often not only for total care but also for 
specific services such as prescriptions.  Limits affect people with chronic conditions the most.  They are 
also socially detrimental because persons with chronic illnesses spend about 75 percent of the money 
spent on care, an amount that can be reduced with proper health maintenance (Thorpe 2006).  Consider 
that caps on prescription drug benefits for such persons result in increased visits to the emergency room, 
hospitalizations, and make people with chronic conditions less likely to have control over key health 
determinants such as blood pressure (Hsu et al. 2006: 2349).   
 Insurers also limit or refuse services to persons with preexisting conditions.  Such a condition can 
be something someone is born with, such as cystic fibrosis, something the person develops over time, 
such as cardiovascular disease, or an injury or disease exposure such as paralysis or HIV infection.  
Coverage of such conditions varies under plans, but federal and state laws prohibit exclusion of care for 
pre-existing conditions under group or employer provided plans completely.  Most group plans have state 
regulated time limits that allow insurers to refuse care for a certain period (three to twelve months in 
Kansas and three to eighteen months in Missouri) unless the person has continuous coverage without a 
break of more than sixty-three days.  If they have coverage and no break, the company has to credit the 
amount of time they were in their previous plan toward the exclusionary period.  For example, if a person 
was enrolled in a plan for six months, lost her job for forty-five days, and then found a job with another 
plan that had an exclusionary period of nine months, the person should receive coverage for preexisting 
conditions after three months.    
Persons with preexisting conditions who are left to the individual market have a much harder 
time.  Many are denied coverage, while others pay exorbitant premiums for policies with high deductibles 
and copayments.  Various states have different programs for those considered uninsurable due to 
preexisting conditions.  These most often come in the form of state high-risk-pools.  These exist in thirty-
four states and are federally subsidized programs designed to cover the sickest of the sick.  They are 
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expensive.  The Commonwealth Fund reports that in 2003, the average per capita cost to maintain a pool 
was more than $7,500, only about half of which was covered by premiums.  Most states assess state 
insurance companies to cover their losses.  They also charge between 125 and 200 percent of normal 
individual premiums, charge high deductible or coinsurance, and limit coverage for services like 
prescription drugs and maternity care.  Due to their expense, enrollment in pools is small (Pollitz and 
Bangit 2005: 2).  
Many people who are enrolled in pools pay so much for limited services because they are afraid 
of being uninsured (Hall, Carroll, and Moore 2010).  It is well documented that the uninsured, around 50 
million in 2008, have a difficult time accessing care, suffer poorer health outcomes than the insured 
especially if chronically ill, and are often plagued by medical debt (American College of Physicians 2008: 
55; Schoen et al. 2008: on-line; Broyles, Narine, and Brandt 2002: 95; Collins et al. 2006: ix, 3).  Most 
were also insured at one time and thus paid into this system.  Many will also be insured again.  A study of 
persons under sixty-five years old, conducted from the beginning of 1996 to the end of 1999, found that 
of the 84.8 million people who went without insurance for some period in that time, only 10.1 million 
were uninsured for the entire four years (Short and Gaefe 2003:247).  Although those without coverage 
were likely to find it again, the pattern was revealing.  Individuals with incomes below 200 percent of the 
federal poverty level were more likely to be uninsured or to experience repeated gaps in their coverage 
than individuals with higher incomes.  Persons aged fifty-five to sixty-four were most likely to remain 
uninsured for the entire period.  The poor were also more likely to buy insurance and lose coverage before 
it paid out (ibid: 248).  
Shifting Resources 
After adjusting for taxes and inflation, over the past 30 years health insurance premiums 
increased around 300 percent and corporate profits around 200 percent, while the average worker‘s wages 
decreased 4 percent (Emanuel and Fuchs 2008: 1057-1058).  There was a cost-to-wage tradeoff, with 
increased prices for health insurance policies being passed on to employees through lower incomes 
(Eberts and Stone 1985; Sheiner 1999; Royalty 2003; Madrian 2006; Gruber 1994).  In addition, the 
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number of workers covered by private-sector employer based health care plans where employers paid at 
least a part of their worker‘s health insurance costs declined from 69 percent in 1979 to 56 percent in 
2004.  The percentage of employer plans that paid all of their employee‘s health insurance costs also 
decreased by 50 percent from 1980 to 2004.  At the same time, the proportion of premiums paid by 
workers with employer-based coverage increased.  In 2006 dollars the average employee paid $155 per 
month for family coverage in 1996.  In 2006 the same employee paid $226 for the same coverage 
(Perrucci and Wysong 2008: 60).  
Health insurance premiums increased for several reasons.  Principal among these was an ever 
increasing cost of care.  The US health care system is grossly inefficient and costs more per capita than 
any other system in the industrialized world, even though it has the worst health outcomes (American 
College of Physicians 2008: 63).  In 2007 the US spent $2.26 trillion, or $7,439 for each person, on care.  
This was just over 16 percent of the nation‘s gross domestic product (GDP).  The share of the GDP spent 
on care rose faster than any other sector of the economy and was expected to continue to rise.  Without 
reform, by 2017 the proportion of the GDP spent on care was predicted to be 19.5 percent, or $4.3 trillion 
(CMS 2007: on-line).  In 2009, one country spent more of its GDP on health care, the military 
dictatorship of East Timor (WHO 2009: on-line).  
The differentiation in cost between the US health care system and other systems is that the US 
system has to generate profits across multiple industries.  Profit is the key driver in rising health care costs 
(Kuttner 2008: 549).  Among insurers, this is demonstrated by a reduction in what are known as medical-
loss-ratios or, more benignly, as benefit-loss-ratios.  Medical-loss-ratios (MLR) are the percentage of each 
premium dollar that an insurance company pays toward a medical claim.  Money spent on claims is 
defined as a loss because it reduces profits.  Higher ratios mean a better product for customers, while 
lower ratios are better for insurance company investors (Rockefeller 2009: 1-3).    
MLRs show how social class is deeply ingrained into the structure of the US health care system.  
Insurers have different MLRs for different types of policies, what they called segment-specific products, 
and work to keep information about these proprietary.  An investigation by the Senate Finance Committee 
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found that ratios for group policies were higher than those for individual ones, as were the ratios for not-
for-profit insurers, when compared to for-profit providers and the ratios for large groups when compared 
to small ones (Rockefeller 2009: 2).   
Individual policies are what Senator J. Rockefeller called the mobile homes of the health 
insurance market and are generally considered the worst products available (Hall 2000: 173).  They are 
usually sold to individuals who are excluded from group plans because they are either unemployed, self-
employed, or have jobs that do not provide them with benefits.  During the research, individual insurance 
policies are the least regulated of all market segments and are controlled primarily by state, not federal, 
mandates.  In 2000 individual insurance loss ratios were in the sixty to mid-seventies.  People with these 
policies also do not receive the same federal tax breaks on premiums that people with group plans receive, 
although they do receive a smaller deduction (ibid: 175).  In most states, individual market insurers can 
refuse to cover someone deemed too sick or can limit coverage to exclude their preexisting conditions.   
Small group plans are the condominiums of the insurance market and are better than individual 
policies but are still more expensive and less inclusive than larger group plans.  Small group plans are 
offered by companies with fewer than fifty employees.  Small group plans are like individual plans in that 
they are primarily state regulated, although regulations are augmented by the federal Health Insurance 
Portability and Accountability Act (HIPAA), and there is increasing uniformity across state-level 
mandates.  Insurers are not allowed to deny coverage altogether but can limit plans to avoid certain 
ailments.  Like those left to the individual market, companies that use small group insurance have limited 
choices in terms of plans, but the money employees pay in premiums is not subject to income tax.  MLRs 
for these plans were 75 to 85 percent in 2000 (ibid: 175).   
Large group plans are the single family homes of the insurance market.  These plans cover people 
employed at companies with more than fifty workers.  Large group plans account for over two-thirds of 
the insurance market, so these are what most Americans think of when they talk about health insurance.  
The regulation of large group plans depends on whether they are self-insured.  Self-insured companies 
collect premiums and pay employees claims, usually through a third-party administrator.  Because they 
 
27 
bear most of the financial risk, self-insured companies are able to avoid many state and federal 
regulations. Insurance subscribers are able to choose from a large number of options and premiums are 
not subject to state or federal income tax.  In 2000 these plans had loss ratios in the upper eighties and low 
nineties (Hall 2000: 173-174).   
When this metaphor was created, individual policies were seen as the worst products on the mass 
market. Over the past decade, large insurance companies began to purchase smaller ones and sell their 
products to a larger customer base, which led to the wide-scale use of limited-benefit plans.  Following 
this metaphor, limited-benefit plans are the travel trailers of the insurance market.  These policies are sold 
to low-skill, transitory workers and use such strict criteria for medical reimbursement that they almost 
never pay claims.  Insurance providers also bank on the likelihood that people who have them cannot 
maintain them long enough to reap any benefits.  Limited-benefit plans bring in huge profits (Potter 2009: 
8).  While testifying before Congress, former insurance industry executive Wendell Potter explained how 
these plans worked,   
Preexisting conditions are not covered during the first six months, and the employer must have 
an annual employee turnover rate of 70 percent or more, so most of the workers don‘t even stay 
on the payroll long enough to use their benefits. The average age of employees must not be 
higher than forty, and no more than 65percent of the workforce can be female. Employers don‘t 
pay any of the premiums—the employees pay for everything. As Consumer Reports noted in 
May, many people who buy limited-benefit policies, which often provide little or no 
hospitalization, are misled by marketing materials and think they are buying more 
comprehensive care. In many cases it is not until they actually try to use the policies that they 
find out they will get little help from the insurer in paying the bills. 
 
The worse a health insurance segment is for its customers, the lower its corresponding MLR and the 
more that it collects in premiums without social redistribution through claims.  While individual, small 
group, and limited-benefits plans have higher overhead than large-group plans, many of the expenses that 
are associated with worse plans come from insurance company attempts to avoid claims such as the 
increased need for underwriting in the individual market (Rockefeller 2009: 10-11).  Bad plans cost 
people more and are a worse value, but they are all that is available to many of America‘s poor.  From 
2000 on, insurers lowered loss-ratios across all market segments, causing bad benefits to trickle up.  
 
 
28 
Profits over People       
Only thirty-two states require insurers report MLR information for at least one of their products.  
Only some of these states set standards for medical loss and, among those that do, ratios are often allowed 
to fall as low as 60 percent (Rockefeller 2009; Families USA 2008).  In states that set standards, insurers 
also fall below them sometimes, which indicates that further regulation is warranted (Rockefeller 2009: 
3).  Reported ratios are rarely for specific plans and, unless required by state law, providers refuse to tell 
customers how much of their premiums are paid in claims.  When the Texas legislature required its 
insurers to disclose individual policy ratios upon request, one Houston firm found that in 2005 its 
provider paid only 9 percent of the money it collected in their premiums for their claims.  In 2006 the 
same insurance provider demanded the company pay an additional 22 percent in premiums (Potter 2009: 
6).   
Insurance providers try to avoid disclosure of medical loss data to policy makers and consumers.  
However, investors require it.  It allows them to predict how much money an investment might generate.  
Investor‘s best values are companies with the lowest ratios (Zucchi 2009: on-line).  During the 2008-2010 
health care reform debates, MLRs gained prominence among policy makers.  America‘s Health Insurance 
Plans (AHIP), an insurance industry lobbyist, responded by saying that insurers tried to keep ratios high 
to benefit consumers.  AHIP cited figures from a 2008 study they commissioned that showed the average 
proportion of premiums spent on claims was 87 percent.  The study also showed that around 13 percent 
was spent on administration (Pricewater-houseCoopers 2008:12).  This implied companies made little or 
no profits.   
Security and Exchange Commission (SEC) filings revealed that among the six largest insurers, 
none had ratios as high as 87 percent.  Instead their ratios were in the low eighties.  Because of the large 
sums generated by premiums, the discrepancy between the AHIP‘s cited 87 percent and real ratios was 
billions of dollars (Rockefeller 2009: 7).  An independent study by the same firm hired by AHIP, 
published the year before their commissioned study, found that most insurance company‘s medical loss 
ratios were in the low eighties and that they declined steadily from the 90-95 percent range over fifteen 
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years (Pricewaterhouse-Coopers 2007: 42).  In his 2009 congressional testimony Potter explained why he 
believed ratios continued to decrease,     
The top priority of for-profit companies is to drive up the value of their stock. Stocks fluctuate 
based on companies‘ quarterly reports, which are discussed every three months in conference 
calls with investors and analysts. On these calls, Wall Street investors and analysts look for two 
key figures: earnings per share and the medical-loss ratio, or medical-benefit ratio, as the 
industry now terms it. That is the ratio between what the company actually pays out in claims 
and what it has left over to cover sales, marketing, underwriting and other administrative 
expenses and, of course, profits. To win the favor of powerful analysts, for-profit insurers must 
prove that they made more money during the previous quarter than a year earlier and that the 
portion of the premium going to medical costs is falling. Even very profitable companies can 
see sharp declines in stock prices moments after admitting they‘ve failed to trim medical costs. I 
have seen an insurer‘s stock price fall 20 percent or more in a single day after executives 
disclosed that the company had to spend a slightly higher percentage of premiums on medical 
claims during the quarter than it did during a previous period. The smoking gun was the 
company‘s first-quarter medical loss ratio, which had increased from 77.9 to 79.4 percent a year 
later (3-4) [sic].  
 
The money generated by premiums also flows into the bank accounts of top insurance 
industry executives.  In 2008 Forbes reported that the top executives of America‘s largest 
insurers had annual compensation packages well into the millions (Forbes 2009a, 2009b, 2009c).  
In 2002 it would have cost the American people $33.9 billion to provide people without health insurance 
with it.  Instead, insured Americans transferred an unknown amount directly from their own pockets into 
the pockets of for-profit insurance companies and then paid an additional $65 billion to $130 billion in 
lost productivity for people who could not access care and $100 billion in tax breaks to subsidize 
employers who offered some of their worker‘s some kind of health insurance (Sered and Fernandopulle 
2007: 192). 
Health insurance companies also influence how health care is administered.  While some insurers 
reward physicians for following standard medical protocols and offering preventive screenings or 
counseling patients to change unhealthy habits, this is not the norm.  Instead, insurers emphasize cost 
containment and shift costs to physicians and hospitals.  The amount insurance companies agree to pay 
care providers is repeatedly negotiated and renegotiated.  When physicians receive less compensation per 
patient, many attempt to offset lost income by reducing the amount of time they spend with patients and 
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increasing their daily patient load.  Less time leads to more mistakes, a larger number of diagnostic tests, 
and an increase in the number of unnecessary referrals to specialists made just to get patients out of the 
office (Kuttner 2008: 550).  In addition, some physicians are beginning to offer ―boutique medicine,‖ 
where people pay higher fees from their own pocket to receive better care (ibid: 551).  Hospitals try to 
make up losses from departments with the lowest reimbursement rates, like emergency rooms, by 
investing most of their assets into the facilities for more lucrative procedures, like cardiology programs 
(ibid: 550).  
Social Burden  
 Americans believe that employers, the government, and individuals all contribute equally to the 
costs of health care, what Emanuel and Fuchs (2008) have identified as the myth of shared responsibility.  
Americans do not see that the money spent actually comes entirely from them.  As discussed above, 
workers pay for insurance in the form of lost wages in the cost-to-wage tradeoff.  Because government 
sponsored care is funded by tax dollars, Americans also pay what the government pays whether in the 
form of higher taxes or through a reduction in other social programs.  Just as there is a cost-to-wage 
tradeoff, there is a cost-to-public service trade off (Emmanuel and Fuchs 2008: 1057).   
Shared responsibility is a popular phrase.  Politicians, employers, and union leaders like this 
phrase because it implies that they give people care through government programs, employment perqs, or 
won concessions (Emmanuel and Fuchs 2008: 1057).  The myth is problematic because people who think 
they receive care through their employer do not want to give up this imagined benefit and thus refuse to 
change the system.  This myth also hides the effect of health care inflation. ―The myth of shared 
responsibility perpetuates the belief that workers are getting something while paying little or nothing.  
This undercut the public‘s willingness to tax itself for the benefits it wants‖ (Emmanuel and Fuchs 2008: 
1057).  
 In 2006, 32 percent of state budgets were spent on health care.  Medicaid alone accounted for 22 
percent (Emmanuel and Fuchs 2008: 1058).  In 2009, after the onset of the economic crisis, Medicaid 
spending remained at 21 percent even with a 15.9 percent increase in federal contributions and several 
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cuts in services (National Governor‘s Association and National Association of State Budget Officers 
2009: 11-13).  Before the crisis, the money spent on Medicaid and other health care expenses increased 
dramatically, outstripping the amount of revenue states earned in taxes.  While some states raised taxes to 
make up the difference, most cut services.  Many changed Medicaid eligibility requirements or reduced 
provider reimbursement amounts, but states also cut other programs.  A Rockefeller Institute of 
Government study found that the most common place for states to cut was financing for public 
institutions of higher education (Emmanuel and Fuchs 2008: 1058; Fossett and Burke 2004).  Such cuts 
led to higher tuition and made it harder for poor students to attend college. 
Everyone pays for insurance company profits, whether through their premiums, taxes, or lost 
social programs.  They also pay because the fragmented system allows care to cost more in the US.  For 
example, in 2003 the US spent more on medication per capita than any other nation ($728 per person).  In 
relation to total health expenditure US drug spending was below average, 12.9 percent vs. 17.7 percent 
(OECD 2005: on-line).  Americans did not use more or better drugs.  They just paid more for the drugs 
they used (Niebyl 2007).   
As discussed above, the insurance industry works hard to collect premiums and avoid paying for 
care.  It spends billions of dollars on a bureaucratic behemoth that was designed to limit patient services, 
control provider payments, practice risk selection, and shift costs to consumers (Kuttner 2008: 549).  
However, the waste within the industry was only a small part of the waste in the system.  Excluding how 
much was paid by insurers, Americans spent $293.4 billion, or $1,059 dollars per person, on medical 
administration in 1999.  This was $752 more per person than Canadians paid.  Because providers have to 
deal with multiple insurers and their products, each provider has to determine a person‘s eligibility for 
care and then the rate of reimbursement for that person based on the person‘s policy (Woolhander et 
al.2003: 768, 772-773).  Additional costs include negotiation and mediation between insurers and 
providers, claim submissions, and claims tracking.  
           Eventually everyone also pays for the deteriorated health of those who cannot access adequate 
care.  People over the age of sixty-five or who successfully apply for federal disability benefits receive 
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Medicare, which is a form of social insurance paid for with tax dollars.  McWilliams et al. (2007) found 
that when the previously uninsured go on Medicare they spent significantly more than their previously 
insured counterparts.  Just as medical loss ratios reflect there is better insurance among the higher classes, 
different rates of disability suggest there is widespread differentiation in care based on class.  Minkler, 
Fuller-Thompson, and Guralnik 2006 found that as incomes declined among people over age fifty-five the 
likelihood they would have a physical problem that limited ability to function increased.   
In their ethnography of the American uninsured, Sered and Fernandopulle (2006) identified a 
death spiral where those of lower socioeconomic status were left without care, allowed to become ill, and 
to have their health deteriorate to such an extent that they died, often in the emergency room, at far 
greater expense than if they were simply provided adequate care from the beginning.  Their unpaid 
hospital bills, which were much higher than the bills of the insured because the uninsured were unable to 
negotiate rates like insurance companies, became tax write-offs for hospitals (Walsh 2004: 201-203).  The 
US provided the uninsured with a lot of money for care but did it in a very inefficient way (Sered and 
Fernandopulle 2006: 192).  
Class and Health 
It is difficult to track how increasing inequality affects health in the US because unlike other 
Western nations the US does not routinely report health related statistics based on wealth (Bravemen et al. 
2010: s186).  Instead, researchers use race or ethnicity as their primary indicator of social position 
(Schroeder 2007: 1225).  This is partially due to real differences in disease rates between whites and other 
racial or ethnic groups but is also because data on race are more readily available than data on class 
(Jemal et al. 2008: 5).   
The lack of class based statistics is unfortunate.  Race and ethnicity are important determinants of 
health (Smedley, Stith, and Nelson 2003: 123), but discrimination is a class issue (Aronowitz 2003: 40).  
In hierarchical societies, complex social divisions that operate outside the class system, referred to as 
status earlier, are mechanisms of social control.  Racism, sexism, and the like keep the lower classes 
apart, so they do not realize they share common problems caused by the same institutions and structures.  
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To successfully challenge repression, such constructed divisions are the hardest thing to overcome 
(Gramsci [1971] 1999: 423-427).  Consider as an example a recent study by Jemal et al. (2008) that 
looked at differences in US life expectancy based on race, ethnicity, sex, and education.  The study found 
that in the year 2001 nearly half (44 percent) of the deaths among people aged twenty-five to sixty-four 
would not have occurred if all of the segments of the population had the same mortality rate as college 
graduates.  Black Americans had the highest mortality rate and number of years lost, but disparity was 
found for all groups.  The number of avoidable deaths was four times higher in white Americans than it 
was in black Americans (161,000 vs. 41,000 respectively) and was attributable to the larger population of 
whites at every education level (ibid: 5).  Consistent data on class and health would be a powerful tool to 
assess the overall health effects of rising wealth disparity.  
Researchers generally agree that the best way to improve health is to alter individual behavior, as 
was successfully demonstrated by campaigns to reduce cigarette smoking (from 57 percent in 1955 to 23 
percent in 2005) (Schroeder 2007: 1221-1222).  However, changing behavior is difficult because behavior 
interacts with other factors, such as a person‘s environment.  People who are in the lower classes are more 
likely to engage in unhealthy behaviors than people above them on the social spectrum.  Poor people 
engage in unhealthy behaviors more for multiple reasons, among them are higher rates of psychosocial 
stress and an inability to physically access the resources needed to engage in healthier behaviors.   
Class, Risk, and Health Behavior 
A lifestyle not conducive to good health often represents the structural constraints put on people 
in their daily lives (Nguyen and Peschard 2003: 458).  This is because what health researchers call 
lifestyle is part of what Bourdieu called habitus or the habitual, unconscious practices people need and 
use to survive in their daily lives (Bourdieu 1990a: 11).  In terms of behaviors related to health like diet 
and exercise, people like what they can access.  Taste is about availability, or in the words of Bourdieu, 
―virtue made out of necessity which continuously transforms necessity into virtue by inducing ‗choices‘ 
which correspond to the condition of which it is a product‖ (Bourdieu 1984: 175).  Lifestyle is a 
convergence of the kinds of capital discussed above, which make these kinds of capital not only 
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dependent on but also representational of a person‘s social position.  Taste, lifestyle and associated body 
types are symbolic signs of social position and status (Bourdieu and Wacquant 1996: 104-105; Bourdieu 
1990a: 112; Jenkins 1992: 141-142).   
 Unhealthy behaviors are identified as risks in the US, but risk is a cultural construct.  People see 
risk as natural or existing outside of culture because this concept is so deeply ingrained into how people 
understand the world.  It is a way of explaining and, as such, is seen as common sense (Douglas 1997: 
123). Within social reproduction, common sense structures are identified as political-economic controls 
so deeply embedded in the social universe that they are beyond question.  Their taken-for-granted 
acceptance helps maintain the status quo across generations (Bourdieu 1977).  The things that are 
identified as risks are socially selected based on how dangers affect valued cultural institutions (Douglas 
1992: 29).  People‘s perceptions of risk constitute such a structure, which reproduces social patterns 
because they constrain or bound behavior (Douglas 1990: 7).  Medical descriptions of disease risk deny 
social responsibility in disease manifestation and replace features of social identity with risk markers that 
blame individuals for their poor health (Sobo 1995: 13-14).  In this way, risk defines normal, pressures 
people to conform, and forces them to act as self-regulating agents in such a way that current social use of 
risk is comparable to past social use of sin (Douglas 1999: 284-309; 1992: 29; 1990: 7; Cartwright and 
Thomas 2001: 219).  This turns disease burden into an individual characteristic and makes the unequal 
allocation of health resources morally acceptable (Fassin 2007).  Risk is thus tied directly to the moral 
economy and is not only about the production of health but also the production of indifference (Fassin 
2005: 365-366).   
Much of the anthropological work on risk was written by Mary Douglas (Althaus 2005: 574) who 
began work on this subject more than five decades ago with the seminal text Purity and Danger (1966).  
In this book, Douglas considered the symbolic aspects of things socially seen as polluting and found it 
was the things that did not fit how a society understood the world that were seen as dangerous.  Once such 
a thing is identified, it is labeled with a concept like sin or taboo and is made acceptable through rituals, 
which contain the disorder and strengthen social ties through shared experience.  Concepts of pollution 
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act as social glue and protect societies from behaviors that could undermine their stability.  They reinforce 
society‘s rules, help maintain its moral values, and legitimate those in power.  Douglas suggested studies 
of contagions also reflected on larger societal fears because the human body acts as a conceptual model 
for the social body.  Purity and Danger did not address risk specifically, but it was crucial to Douglas‘s 
later work because risk is the way Western societies identify and label things they saw as polluting.   
Douglas wrote Risk and Culture (1983) with political scientist Aaron Wildavsky to consider the 
cultural use of environmental risk in the US.  Because ideas about risk were pluralistic, Douglas analyzed 
how different social archetypes (i.e., hierarchical, individualist, and sectarian) thought about risk.  She 
used Grid/Group, a type of analysis she developed in her earlier works on pollution and purity, to focus 
on two spheres that expressed how people related to society and how that affected their beliefs about risk.  
Grid considered who people interacted with and the strength of their allegiances. Group looked at how 
they interacted and how much influence the group had over its members.  This type of analysis worked 
for populations but not for individuals, who tended to fall into different categories depending on the type 
of risk considered.  For example, an auto worker may consider job risks from a hierarchical standpoint, 
smoking risk from an individualist standpoint, and the power plant near his home from a sectarian 
standpoint (Tansey and O‘Riordan 1999: 78-79).   
Douglas published Risk and Blame in 1992.  This book began with the premise that in societies 
where even the most mundane choices can lead to disaster, it is inevitable that dangers become moral and 
then political, as people seek to assign blame when bad things happen.  In this book, the presentation of 
risk differed from Douglas‘s earlier work because she said that while risk was similar in concept to sin 
and taboo, it was more their ―reciprocal‖ than a reflective image of them. This is because sin and taboo 
are about protecting communities, while risk is about protecting the community and the individual (ibid: 
28).  Douglas thus acknowledged an individual aspect to the risk concept but failed to address risk as an 
individualizing construct.  Her focus on individual risk was primarily about the use of risk to challenge 
authority, which meant she did not recognize that what makes risk an effective tool for individual 
protection also makes it an effective tool for individual control (Althaus 2005: 574; Douglas 1992).   
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Douglas‘s analysis of risk was missing the incorporation of class analysis or social reproduction 
and an understanding of how cultural constructs like risk were used, however unintentionally, to allocate 
and maintain power by some members of society over others.  Class, gender, and status affect one‘s 
ability to identify and manage risks (Tulloch and Lupton 1997: 6).  ―Risk is the primary mechanism 
through which social inequality is embodied and is visible in different prevalences of diseases and 
outcomes between different social groups‖ (Nguyen and Pescahard 2003: 458).   
The position risk has in US society means that risk messages are individually and institutionally 
incorporated but not necessarily in the way that public health workers intend.  Rayna Rapp (1998) 
demonstrated how human logic deviated from scientific ideas of the rational and people reacted to risk 
messages in unexpected ways.  Studies also show that statistical calculations alter existing ideas so 
something once understood becomes new and hard to grasp (Fassin 2004: 172).  Humans use cultural 
information and their past experiences to try to understand danger and predict future outcomes (Douglas 
1992: 56-59). They look at an array of related or corresponding risks, weighing possible results against 
one another to make decisions based on their interpretation of those prospective outcomes (ibid: 31).  
Sometimes it is the very transformation of something into a risk that makes it desirable.  People engage in 
risk behaviors because they are a kind of performance that reaffirms an aspect of personality (Leonard, 
Green, Erbelding 2007: 160).   
In 2008 CVD was the leading cause of death and a major cause of physical disability in the US 
(Rosamond 2007).  CVD includes several related conditions that affect the circulatory system; primary 
among these are heart disease and stroke.  There are several known risks for CVD.  Because of 
population-level prevention efforts, the best known are behavioral factors that include things such as 
eating fatty or high cholesterol foods, being overweight or obese, being sedentary, and using tobacco 
products (Milner 1998: 24).  In the social construction of CVD risk, people are presented as independent, 
self-regulating agents who should shoulder the blame for their own poor health (Cartwright and Thomas 
2001).  Public health campaigns almost exclusively target behaviors, but people who experience CVD do 
not always engage in these behaviors (Milner 1998: 24).  Medical researchers agree that psychosocial 
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stress is likely as important to disease development as behavioral risks, but the complexity of the 
CVD/stress relationship makes this risk difficult to quantify (AHA 2005).   Several interrelated, 
individually variable factors such as the types of stress a person is exposed to and how that person reacts 
to stress are implicated in the likelihood a person will develop this disease (Milner 1998: 24, Steptoe and 
Marmot 2004, James and Brown 1997).   
The association between stress and CVD is often made based on higher rates of this disease 
among people of lower socioeconomic status.  Low social status is known to increase the amount of time 
needed to physically recover from stressful situations.  In addition, the body‘s ability to break down 
catecholamines, which increase heart rate, blood pressure, and alter blood chemistry, is associated with 
several factors affected by lower status, such as increased disease load and poor nutrition (Steptoe and 
Marmot 2004).  The association between stress and CVD is also structural, related to the ability of people 
of lower socioeconomic status to access health-related resources (Steptoe and Marmot 2004).  Obestiy, 
which is considered highly indicative of the liklihood someone would develop CVD, is also strongly 
associated with socieconomic position.  The same calorie dense foods that put people at higher risk for 
CVD cause obesity (Drewnowski and Specter 2004). 
Obesity is caused by a number of interrelated behavioral, genetic, and environmental factors. At 
its most basic it is the result of an energy imbalance: a person consumes more calories than they use 
(CDC 2010b).  A person is obese if that person has greater body weight than is healthy for their height 
caused by an excess of adipose tissue, which is better known as fat (CDC 2010b).  Obesity is epidemic in 
the US, affecting more than one third of the adult population.  Besides CVD, obesity is also linked to 
several chronic health conditions, such as type II diabetes, chronic musculoskeletal problems, infertility, 
large-bowel cancers, gallbladder disease, and complications in pregnancy (WIN 2006).  Because 
overweight and obesity are most often caused by eating an excess of calorie dense, low-nutrient foods, 
people who are obese are sometimes simultaneously deficient in important nutrients like iron and calcium 
(IOM 2004).   
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Obesity as a Class Issue 
Obesity is an economic issue.  The US has an overly abundant food supply, enough to feed each 
citizen twice the amount of calories he or she needs to survive each day.  To make money with all of this 
available food, the companies that produce, process, manufacture, sell or serve food, have to convince 
people to eat more than they need.  Individual companies also need to convince people to eat primarily 
their food, which they do through large scale marketing campaigns that say their foods taste better and are 
healthier than their competitors‘ products (Nestle 2007: 11, 1).  The result is that Americans eat more.  
Beginning in the 1970s, consumption of all food types increased, and, by the end of the 20
th
 century, the 
food industry generated more than $1 trillion in sales each year, which was 8 percent of the nation‘s GDP 
(ibid: 11; French, Story, and Jeffrey 2001).  This increase was true of healthful and unhealthful foods but 
was most pronounced among foods that were high in fat, sugar, and salt or the foods most likely to 
increase the development of CVD.  Foods with these ingredients are also the foods that are the most 
profitable for the food industry (Nestle 2007: 9-10).   
These calorie-dense foods are more profitable because they are less expensive to produce.  
Sometimes the expense is even offset through government subsides.  Calorie dense, processed foods are 
easier to store and ship than healthier alternatives.  Corporations can also charge more for them because 
of the value added through the processing procedures.  Corporations make more proportionally from these 
foods than they do from healthier alternatives (Drewnowski and Darmon 2005; Drewnowski and Spector 
2004; Nestle 2007: 18-19).  Not surprisingly, modified foods are the foods marketed most heavily 
(French, Story, and Jeffrey 2001: 316).   
People in the US are weary of discussing the role the food industry plays in poor health.  
Politicians and public health agencies are afraid to anger corporate donors, while members of the general 
public do not want to believe they are manipulated by advertising.  Members of the public prefer to think 
they choose what they eat based on taste, convenience, and cost (Nestle 2007: 2).  How people decide 
what they like is much more complex, based on these things as well as on what they grew up eating, what 
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they know how to prepare, and what is available for them to select from their grocer.  Food tastes reveal 
other cultural categories, and in the US are rooted in class hierarchies (Douglas 1984: 4-6, 30, 8-9).   
Obesity and the consumption of high-calorie, low-nutrient foods are strongly associated with 
poverty (Sheldon et al. 2010; Drewnowski and Spector 2004).  People who live in impoverished areas 
have less access to grocery stores and are often forced to purchase foods either from convenience stores 
or small, locally owned grocers.  Such retailers prefer to stock processed foods because these foods have 
longer shelf-lives.  In addition, smaller retailers have less overall variety and charge more for what they 
have, so food for the poor is often more expensive overall.  Added expense is especially true of fresher, 
healthier options that spoil (Sheldon et al. 2010:4).  In addition, energy-dense foods are often cheaper per 
calorie and more filling.  This makes people with less money more likely to select them.  Food insecurity 
is heavily associated with obesity (Drewnoski and Spector 2004: 7, 11; Sered and Fernandopulle 2007: 
167).   
The Hegemonic Body 
Society directly influences the manifestation of the physical body, both in terms of the resources 
available to it through the different kinds of capital outlined above and in how a person purposefully 
alters his or her appearance.  A socially acceptable appearance provides status (Meinert 2004: 22; 
Schilling 2003: 111).  This makes the relationship between the body and society more complex.  As a 
way to help conceptualize this relationship, Mary Douglas (1970) identified two kinds of bodies, the 
social and the physical.  The social body represents the ―use of the body as a natural symbol with which 
to think about nature, society, and culture― (Scheper-Hughes and Lock 1987: 7).  The physical or 
individual body is ―the lived experience of the body-self‖ (ibid: 6). Douglas (1970: 69) explains that, ―the 
social body constrains the way the physical body is perceived.  The physical experience of the body, 
always modified by the social categories through which it is known, sustains a particular view of society.  
There is a continual exchange of meanings between the two kinds of bodily experience so that each 
reinforces the categories of the other.  As a result of this interaction, the body itself is a highly restricted 
medium of expression.‖   
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Nancy Scheper-Hughes and Margaret Lock (1987: 7-8) added the body politic to this concept.  
The body politic is ―the regulation, surveillance, and control of bodies (individual and collective) in 
reproduction and sexuality, in work and in leisure, in sickness and other forms of deviance and human 
difference.‖  The body politic offers a way to incorporate power relations within the metaphorical body 
construct, which coincides with the use of risk as a way to maintain power over the lower classes by 
blaming people for their ill health.  Scheper-Hughes and Lock built off of Michele Foucault‘s idea of the 
docile body or that power and politics affect bodies in stratified societies where power is the primary 
reason for activity, which is a form of productivity controllable as a means of production (Wuthnow et al. 
1984).  Bryan Turner (1984: 2) explains that to survive societies must reproduce their populations as well 
as regulate and control the people in them.  He (1992: 36) points to medicalization, specifically the 
development of preventive medicine, as a primary means of social control in Western societies 
comparable to religion in societies of the past, a thought that mirrors Douglas‘s (1992: 25-28) observation 
that current social use of risk is comparable to the past social use of sin.   
The three metaphorical bodies not only allow for analysis of how the social and political bodies 
affect the individual body, they also allow for consideration of how each of the bodies respond to and act 
on the other two.  Gramsci sees modern society as continuously engaged in class conflict.  The state or 
political body responds to the individual and social bodies to diffuse conflict and maintain power.  This 
happens in different ways.  Often the state forms alliances with social groups that oppose it.  In so doing, 
the state incorporates and institutionalizes some of the values of outside groups.  In this way, the state is 
actually produced through social struggle.  Within states, some forms of capital receive greater value than 
others, but values change as people attempt to maximize their symbolic capital.  The fat acceptance 
movement, a national movement that seeks to eliminate discrimination based on body size (see: 
http:// www.naafaonline.com), is trying to change the social and political bodies based on the 
symbolic value of physical appearance.   
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Popular use of the term hegemony refers to the process where the interests of the powerful are 
institutionalized and internalized by the rest of society.  For Gramsci, hegemony was a theory of social 
reproduction that tried to explain what actually made reproduction possible.  Hegemony adds to the social 
reproduction of health because it allows consideration not only of how Western medicine is used as a 
mechanism of control.  It also allows consideration of how Western medicine is used, negotiated, and 
transformed by non-medical members of society.  People use medicine to maximize their health and to 
avoid physical distress and pain (Lupton 1997: 95).  They also use it to maximize their symbolic capital 
(Bordo 1993: 15).  If risk only turned poor health into a punishment for failing to abide by society‘s core 
values (Sered and Fernandopulle 2007: 165), people would not support it.  The survival of all forms of 
structural violence, including the way that health care is made accessible within the US, requires 
ideological support (Rylko-Bauer and Farmer 2002: 493).   
Inequality is not only experienced and embodied by those at the bottom.  To understand all of its 
effects, as well as how it is perpetuated, analysis is required at every level.  Use of the social reproduction 
of health shows whether underlying cultural beliefs perpetuate disease in some members of society to the 
benefit of others and, when this happens, how it is explained and made socially acceptable.  Studies do 
this through the exploration of theories of disease causation, people‘s use of treatment and preventive 
therapies, and the focus and scale of how therapies are applied within the context of people‘s material 
circumstances (Janzen 1992: 157, 154).   
Originally this research intended to look for differences in how women thought about and 
understood CVD risk based on their access to health care, and how that was incorporated into their daily 
lives.  Over the course of the research, it was found that ideas about CVD risk were very complex and tied 
into the issues discussed above, specifically body image, social class, and morality as viewed through the 
lens the American ideology of the Horatio Alger myth.  Because this information was obtained through 
questions about CVD and CVD risk, previous studies of the lay interpretations of CVD and CVD risk are 
reviewed as well clinical risks for the disease.     
 
 
42 
Epidemiology and Lay Epidemiology of Cardiovascular Disease  
Several studies over many decades have identified numerous factors implicated in increased risk 
for CVD.  Because there are so many factors that vary in importance and people‘s ability to modify them, 
they are assigned to different classifications.  There is controversy regarding how some factors should fit 
within this classificatory frame.  Major risks are those statistically shown to significantly increase the 
chance of CVD.  Contributing risks are those that are statistically associated with CVD but have not been 
shown to increase risk independently.  Additionally, some risks can be modified through behavior change 
while others cannot.  The more risk factors one has and the greater their level, the more likely one is to 
develop CVD (American Heart Association 2007).   
Table 1 - American Heart Association (AHA) Known Risks for Cardiovascular Disease 
 
               Major, Non-modifiable Risks       Major, Modifiable Risks       Contributing Risks 
Increased Age    Tobacco Smoke           Stress 
             Sex (Male)    Physical Inactivity           Alcohol 
             Heredity*   Cholesterol** 
     Blood Pressure** 
     Obesity** 
     Diabetes Mellitus**  
*AHA includes race in this. 
**May also be influenced by age, sex, and heredity  
From: American Heart Association (2007) 
 
Anthropological studies of CVD go back more than twenty years, but older studies focused on 
specific aspects of the disease or looked at differential trends in morbidity and mortality based on factors 
traced to local cultural or societal attributes (see: Dressler, Grell, and Viteri 1995 and Conduit 2001).  
More recent examination of African American, Mexican American, Native American, and rural Anglo 
American narratives about diabetes found people resisted biomedical explanations for disease 
development as they simultaneously integrated them into their beliefs about causation (Schoenberg et. al. 
2005: 175 and 184).  Among aboriginal Canadians, lay narratives on diabetes had a broader spectrum of 
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casual factors than biomedical explanations, and people associated disease development with personal 
morality as it related to health behavior (Sunday, Eyles, and Upshur 2001: 65). Although respondents said 
lifestyle was the predominant cause of CVD, many also believed genetics were important and were able 
to combine two oppositional explanations for disease occurrence (ibid: 75).   
Among people in Western countries, lay theories of disease causation are a fusion of scientific 
and experiential knowledge (Davison, Smith, and Frankel 1991: 5).  Lay epidemiology is the individual 
interpretation of disease risk through observation, discussions with others, and evidence from outside 
sources like the media (Frankel, Davison, and Smith1991: 428).  Past studies consider nonmedical 
perceptions of CVD risk, but these studies are primarily from the United Kingdom (Frankel, Davison, and 
Smith 1991; Davison, Smith, and Frankel 1991; Hunt et al. 2000; Preston 1997; Wiles 1998; Emslie, 
Hunt, and Watt 2001; Lawlor et al. 2003), Australia (Ritchie, Herscovitch, and Norfor 1994) or Canada 
(Strain 1996; Angus et al. 2005; Angus et al. 2007).  Because people who engage in healthy behaviors 
sometimes die young, while people who engage in risks such as smoking live longer, people in studies 
concluded that CVD causation was a combination of behavior, fate, and heredity (Hunt et al. 2000: 132-
133, 141; Davison, Smith, and Frankel1991: 14).  The people in studies also focused on physical activity 
and personal appearance and their ideas were formed by their everyday experiences as well as by medical 
professionals.  People‘s perceptions also changed over time (Angus et al. 2005: 2118-2119; Walter et al. 
2004: 592).  Behavioral risks had a strong moral dimension, but hereditary ones were associated with luck 
(Davison, Smith, and Frankel 1991: 12-13).  Decisions about behavior change were often based on how 
they affected immediate and not long-term survival (Lawlor et al. 2003: 269). 
Summary 
 This chapter provided a review of theoretical concepts used throughout the rest of the text.  
Theoretical concepts that help to explain how the body can become a form of capital, which is reaffirmed 
by public health messages that associate disease risk with age and body weight.  For the poor, the quest 
for the ideal body type is often out of reach because everyday products with real health benefits like fresh 
fruits and vegetables are expensive and are sometimes seen as undesirable because they are unfamiliar.  
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This leads to real, observable differences in the bodies of high and low-status people (Schroeder 2007).  
The association between the ideal body type and social status increases the desirability of this body type 
as a marker of social class.  Beliefs about body form integrate into existing ideas about why society is 
hierarchical and why people at the top deserve greater access to resources.
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Chapter 3 – Kansas City 
 
Kansas City Basics 
 Kansas City is a metropolitan area that straddles the border of two states, Kansas and Missouri 
(Figure 1).  It is the largest metropolitan area in Kansas and the second largest in Missouri.  Although 
different public agencies define its boundaries differently, women along the state-line include seven 
counties.  In Missouri they are: Cass, Clay, Jackson, Platte, and Ray.  In Kansas they are Johnson and 
Wyandotte (Figure 1).  The 2004 population of these seven counties was 1,707,358 people.  With the 
addition of Leavenworth, which added 72,439 persons, most residents were non-Hispanic white (76.3 
percent), followed by black (13.1 percent), Hispanic (6.5 percent), and Asian (2 percent).  Less than 1 
percent reported that they were American Indian or Native Hawaiian/Pacific Islander respectively 
(MARC 2005: on-line).   
Figure 1 
Kansas City Counties 
Used with permission from the Mid-America Regional Council (2010) 
 
 In this area people with high incomes and wealth have traditionally concentrated in older suburbs 
and high growth areas away from the urban core (Figure 2) (MARC 2009).  In 2009, the Mid-America 
Regional Council (MARC), a bi-state association of city and county governments formed to ensure 
cooperation for planning and problem solving across the state line, reported that income disparity between 
neighborhoods was greater in Kansas City than in other metropolitan areas around the country.  On the 
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Missouri side of the state line, Troost Avenue was most often referenced as the dividing line between rich 
and poor.  Troost was one of the first streets in Kansas City, Missouri.  Although once a major industrial 
thoroughfare, it became the legal boundary between black and white neighborhoods before the Civil 
Rights Movement.  It has remained a prominent marker of racial as well as economic segregation (MARC 
2009).  The east side is often mentioned when people want to reference the extreme of poverty.  Along its 
eastern side, neighborhoods are dilapidated, full of abandoned buildings and other indicators of poverty 
such as pawn shops and payday loan locations.  However, within a block or two west of Troost are some 
of the nicest, most expensive homes in Kansas City.      
Figure 2 
2005 Household Income by Census Tract for Kansas City MSA 
Used with Permission from the Mid-America Regional Council (2005) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Upscale residences flow west from Troost through the Country Club Plaza area into Mission 
Hills, a town in Johnson County, Kansas.  These neighborhoods were built as part of the Country Club 
District by Jesse Clyde Nichols in the early 1900s and, at the time of the research, retained the same level 
of prestige and high incomes that Nichols intended and that the name of the district implied.  Mission 
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Hills was built as a place for wealthy families to live.  The Plaza was built as a place for them to shop 
and, as Kansas prohibited alcohol at the time, drink.  Upscale residential neighborhoods were also built to 
surround the Plaza, and a third neighborhood, Indian Hills, was built to complete the area.  In 2008 the 
median annual household income in Mission Hills was $220,170, compared to $47,451 for Kansas and 
$45,114 for Missouri (City Data 2009: on-line).   
Social Division 
Many of the neighborhoods in Kansas City were once independent towns with unique histories 
and were associated with specific cultural or economic groups.  In 1951 a flood wiped out large chunks of 
industry, especially around where the Kansas and Missouri Rivers meet.  Many areas, especially those 
associated with minorities, never recovered.  Flight from neighborhoods associated with minorities further 
increased after the 1968 riots that followed the death of Martin Luther King, Jr.  While local 
municipalities tried different revitalization techniques throughout the 1970s, most failed and several areas 
along the state line never recovered. 
Kansas City residents generally consider Wyandotte County as another poor part of town.  Not all 
of Wyandotte County is as impoverished as areas of this region‘s urban core along the state line.  During 
the building boom that preceded the 2008 economic crisis, this county saw significant development along 
its rural western edge.  A large shopping and entertainment district was completed that included The 
Legends at Village West and The Kansas Speedway.  As the research ended, a large casino was also 
planned, but developers had begun to question whether or not to proceed in the economic downturn.  
Construction of Schlitterbahn Vacation Village, a $750 million resort akin to a water park version of 
Disneyland began in 2009 and opened with limited rides in 2010.   
Media reports and political commentary presented Wyandotte County‘s development as a major 
economic boon and the beginning of its financial recovery.  However, informants from the area 
complained that major developers secured tax incentives from the county and then provided little in 
return.  For example, county residents said Schlitterbahn brought in its own workforce from Texas instead 
of hiring local applicants.  Nebraska Furniture Mart, another large company, was also criticized because it 
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disputed and failed to pay county taxes.  Most of the jobs brought were low-skill, low-paying service 
positions without benefits.  They did little to permanently affect the economic fate of Wyandotte County 
residents or improve its reputation in the rest of the metropolitan area.  One Wyandotte County resident 
who participated in the research explained,  
Everybody knows that if you live in Wyandotte County then you are the armpit of the 
metropolitan area and that nobody has disease in Johnson County, so they would never want to 
have unproductive, unemployed, uninsured citizens down there or by any means pay for 
anything.  And I‘m being quite sarcastic, but you have to live in Wyandotte County to know 
how people feel about being in the pit. 
Two interviewed Wyandotte County residents with annual household incomes over $100,000 
reported addresses in the more affluent towns and neighborhoods of this county.  They indicated that they 
were insulted that so few outside of their neighborhoods remembered these more affluent areas existed.  
One woman said, ―So what, I don‘t have the good address.  I can live in a house that costs them $300,000 
and only cost me $150,000.‖  These women, as well as those with high incomes who commuted from 
more affluent parts of the metropolitan area to Wyandotte County for work, held the professional 
positions available through the government, local hospitals, clinics, or other large businesses.    
There are services available in poor areas that are not available in other parts of the metropolitan 
area.  For example, a clinic in a notoriously bad neighborhood offers all of the necessary vaccinations 
required to go to Africa for $150.  While at the clinic, I met several individuals who came for 
vaccinations because they were going on a mission through their school, church, or a health care facility.  
Less often they had business or planned to visit family that lived abroad.  These individuals always came 
from Johnson County and usually asked whether their car was safe in the parking lot outside.    
Initial Interviews and Participant Observation 
 Kansas City was selected as a research site for two reasons.  First, it was geographically close to 
the University of Kansas.  Second, it had a strong history in the promotion of women‘s heart health.  
Kansas City was home to the first women‘s cardiac center in the US, established at St. Luke‘s Hospital in 
1994.  This center focused on the prevention and treatment of CVD in women and remained a model for 
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similar centers around the country. In 2003, the national Heart Truth Campaign was also launched by 
First Lady Laura Bush at the Hallmark Crown Center in Kansas City, Missouri (MARC 2003). 
I used participant observation and interviews at public locations such as community centers and 
libraries to consider what women identified as CVD risks.  There was no preplanned sample size for 
preliminary interviews.  Instead, the research relied on a grounded theory approach, collecting data and 
analyzing it until there was theoretical saturation for identified risks (Sandelowski 1995: 181-182; Strauss 
and Corbin 1998: 212).  The information obtained was used to create a question protocol for later 
interviews (Bernard 2006: 492 and 210).  Initially I identified little environmental CVD information, so 
data provided by women were all that was used to create the question protocol for later interviews.  Later 
I realized that, because of the way women associated CVD with food and the body, there was relevant 
information in locations in the form of food and weight-loss advertisements. This was incorporated into 
later stages of the research.   
During informal interviews I spoke to over seventy women, although some only briefly.  I asked 
these women to free list CVD risks and their responses were used to create cards for pile sorting (Bernard 
2006: 301-304).  The question asked was, ―Please list anything that you can think of that puts someone at 
risk for cardiovascular disease.‖  Several women listed only three or four things, and it was rare for 
someone to list more than six, so data were not useful for a planned proximities matrix.  When I created 
cards to pile sort, I used all, even uncommon responses, and began to ask women to free list things that 
were protective or prevented CVD.  I made fifty-nine cards for pile sorting (Bernard 2006: 310-315).   
Secondary Interviews and Participant Observation 
Once the question protocol and pile sort cards were complete, I began formal interviews.  I 
originally planned to interview forty non-Hispanic white, working, women without medical training, 
recruited from similar public locations as well as clinics, community centers, and workout facilities.  Half 
of the forty women were to have health insurance and half were not.  Alterations occurred because the 
original frame was based on an assumption that having insurance was equivalent to having health care.  
This was not the case.  In addition, while the majority (n=41) of interviewed women remained non-
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Hispanic white, interviews also occurred with women who were black (n=7), Hispanic (n=5), Native 
American (n=1), and Asian (n=1).  The decision to do this occurred because there were a variety of 
women of different races and ethnicities intermingled at recruitment sites who wanted to be interviewed.  
It seemed best to include more variation in the sample than to lose the ability to recruit at a location due to 
perceived discrimination.  This meant that the final sample was one of convenience.  Changes allowed for 
a comparison of responses between white and nonwhite women.  Ten medically trained women were also 
added because, after listening to lay women talk about the way they used health care, I wondered what 
medical women might add.  Questions were similar to the standard protocol but included additional cues, 
such as whether patients asked for specific medications.  
While preliminary interviews occurred in the public domain, secondary interviews were more 
often at locations that required contact and approval of gatekeepers, such as a small business owners, 
pastors, nuns, or community leaders.  Potential gatekeepers were contacted first by letter and then 
telephone to gauge their interest in allowing me to perform participant observation at their locations and 
helping with participant recruitment (see Schoenberg and Drew 2002: 462).  Recruitment for secondary 
interviews began June 1, 2008.  Locations were initially contacted if they were places women identified 
as places they went for services in preliminary interviews.    
I began to recruit for secondary interviews at three clinics that charged patients on a sliding scale. 
These clinics are owned by a charity organization that originally started to provide health care to people 
in developing countries.  The organization opened a clinic in Kansas City in 1992 because there was a 
similar need for care among the poor in the US.  Over time, the organization expanded to include multiple 
clinics.  From safety-net clinics, I went to a women‘s center run by the Benedictine Sisters and located in 
a large Catholic Charities building in an impoverished part of Kansas City.  The center is a haven for 
diverse women from all over the region, as more affluent women commute to the center to volunteer.  
Women at the center told me that the YMCA was the best place to exercise in the area, so I went there 
next.  A large proportion of the women also told me to attend area farmers markets.  A number of 
communities throughout Kansas City have them.  When asked, women indicated that they had visited 
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their local markets as well as City Market, a farmers market that opened in the heart of Kansas City, 
Missouri in 1857.  Women said that they were more likely to go to City Market than the markets in their 
neighborhoods, which often offered little beyond homemade baked goods, handcrafts, or products sold 
though companies like Avon.  Based on what they said, I attended the farmers market in Wyandotte 
County and City Market.   
At the end of the research period, I visited a free-clinic run by local medical students and other 
volunteer providers.  Patients were not charged for exams and clinic staff tried to provide no-cost 
treatment, such as free medication, when possible.  It took several months to receive permission to use the 
clinic as a study site because the committee that oversees it meets infrequently.  Once I had permission I 
was only able to attend one time.  The clinic was open for five hours two nights a week beginning at 5:00 
p.m.  The doors were shut and locked when the waiting room was full or at 5:15 p.m., whichever came 
first.  On two occasions I was unable to arrive in time.  
The lack of medically oriented CVD information in observation areas led me to seek out health-
related events. I attended three events in low-income areas, which were free, open to the public, and held 
at churches and community centers.  I also attended three events where the majority of women were low-
to mid-level professionals such as administrative assistants or office managers.  These events were 
sponsored by corporate or local medical offices.  One was at a local community center, one at a 
convention center, and one a meeting hall.  All charged admittance.  The cheapest was $25; the most 
expensive was $70.  I attended two health events that were sponsored by large medical providers where I 
met high-level professional women such as executives or business owners.  They were at hospitals and 
business offices and were free but required permission to attend (my name was checked off a list when I 
arrived).  I also went to seven health classes at local hospitals that provided information about specific 
health topics, such as stroke, diabetes, and gastric bypass surgery or that offered basic health information 
for particular demographic groups such as middle-aged women.     
Women were recruited from these locations and were either interviewed immediately or were 
contacted later for an interview appointment.  I often offered to interview women over a meal.  Some 
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women may have participated in interviews strictly to receive a free meal.  However, women often 
preferred to be interviewed in their homes and, of those that preferred a restaurant, most refused to let me 
pay.  Eight women were interviewed multiple times over the course of several days or weeks due to the 
frequency of our contact at recruitment locations or because we developed a friendship over the course of 
the research and spent additional time together.  When possible and women granted permission, 
interviews were recorded.          
Besides the question protocol, women were asked to pile sort cards created from the original free 
list exercise.  During the pile sort, I asked women to make three piles, one pile of things that increased 
risk, one pile of things that decreased risk, and one pile of things that were irrelevant to CVD.  I asked 
them to free pile sort each of the initial piles, making as many new piles as they wanted as long as each 
new pile had more than one card.  Weller and Romney (1988: 22; Bernard 2006: 313) point out that when 
asked to do this, some people are inclined to make very few categories, choosing instead to let each item 
stand on its own.  To help overcome this, I asked each woman why she put particular cards in the piles 
that she created.  
I asked women to, ―Draw a picture of a person at risk for CVD‖ to obtain CVD and CVD risk 
metaphors.  Similar studies find participants create complex images laced with metaphors that integrate 
multiple cultural factors (Weiss 1997: 460).  Due to their complexity, women were asked to explain 
pictures as they drew them (Weiss 1997: 460).  As each woman drew, she was also asked, ―Why are you 
drawing that?‖  The first woman found the differentiation between CVD and CVD risk problematic.  To 
her, being at risk for CVD and having CVD were the same.  Because of that, I also asked women to draw 
someone with CVD after they drew someone at risk.   
Television Observation 
Medical beliefs often come from what people see on television, so a sample of the evening news 
and commercials that aired during it was also reviewed.  I chose to observe the news because it was meant 
to attract a general audience and was believed by most to convey trustworthy information.  I watched a 
random sample of the local and national news including episodes at 5:00, 5:30 and 6:00 p.m. on each 
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major network (ABC, NBC and CBS) for six months in 2008.  I also watched the local news on Fox, 
which did not have a national news program at that time.  Episodes that were watched were selected by 
numbering each day on a calendar from July 1, 2008, to December 31, 2008, and then using SPSS 
(Chicago, IL) to generate a list of random numbers.  Each episode was recorded using a digital video 
recorder (DVR).  Some days were pre-empted due to sporting or weather events.  The sample totaled 
eighty episodes, twenty from each network.  During the news, commercials that discussed health and 
health-related topics were also observed and noted.  Information from a Kaiser Family Foundation (KFF), 
Pew Research Center study was used to create a checklist for news and then, with modification, 
commercials that included information such as the length of time each segment or commercial aired and 
the general topic of the segment or commercial.  In addition, commercials with relevant topics that were 
on during popular shows, such as an episode of The Oprah Winfrey Show several women told me to 
watch, were observed and noted.          
Analysis     
Scratch notes were recorded in the field and then turned into formal field notes as soon as time 
allowed (Emerson, Fretz, and Shaw 1995).  Similarly, notes were taken on news programs and 
commercials and then written up after watching them. Formal interviews were recorded, reviewed, and 
pertinent portions were transcribed.  Field notes, television notes, and interview transcripts were 
downloaded into Atlas.ti qualitative data analysis software.  Analysis proceeded in several steps. In the 
first, text was coded for substantive ideas. In the second, codes with similar meanings were clustered to 
create categories. Relationships between categories were explored and themes identified.  Data were 
reanalyzed and coded based on derived themes (Strauss and Corbin 1998; Bernard 2006). Once data were 
recoded, quotes were considered with specific codes, cross referenced, and grouped into categories 
described below.  Written memos were used to keep track of ideas, assumptions, and preliminary 
reflections during analysis (Glaser and Strauss 1967; Emerson, Fretz, and Shaw 1995).   
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Category Creation 
While coding interview transcripts, I noted there were patterns in the data based on how women 
talked about their and other people‘s bodies, food, and exercise.  I used women‘s responses to the 
following questions to break interviews into groups:     
 Tell me about your health insurance. For example, what is good or bad about it?  What 
does it cover or not cover? 
 Can you tell me about an experience you had with your insurance company that stands 
out to you? 
 Was there ever a time you needed to go to the doctor but didn‘t go because of the cost? 
Was there a time a loved one could not go?  Was there another reason that prevented you 
from going to the doctor? 
 
Interviews were broken into eight insurance categories: (1) none, (2) none-bad, (3) bad, (4) mediocre, (5) 
good, (6) good-very good (7) very good, and (8) great.  Women were designated as none if they lacked 
health insurance.  They were designated none-bad if they had a policy they described as having a very 
high deductible that made it impossible for them to use.  The three women in this category also only had 
their policies for a limited time (maximum period two weeks), were previously uninsured, and had unmet 
medical needs.  Women were assigned to the bad category if they described their policy as having a high 
deductible that limited their ability to go to the doctor or if they said their insurance refused to pay claims.  
In addition, these women all expressed medical need, saying they currently needed to go to the doctor but 
could not due to cost.  Women in the mediocre category described health insurance policies with out-of-
pocket expenses that were high in one way but low in another; that is, they had low premiums but high 
cost sharing or vice versa.  Women in this category also said they were able to go to the doctor for basic 
care but could not access more expensive health care products or services.  These women also reported 
delaying or forgoing some form of treatment in the past due to an inability to pay, usually prescriptions.  
The good category applied if women had policies with reasonable out-of-pocket expenses, but they 
indicated they still did not receive the care they thought they should, such as if they thought they needed 
and were denied a referral to a specialist.  Very good insurance allowed women to go to the doctor when 
they wanted and those with it reported no unmet health need.  Very good insurance also had what women 
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described as reasonable out-of-pocket costs.  This category differed from great only because women with 
great insurance paid even less out out-of-pocket, such as when their employer or spouse‘s employer paid 
their premiums and deductibles.   
  I used the Network View feature of Atlas.ti to consider all of the quotes that related to a specific 
code, such as healthy foods, based on the identified insurance categories.  This feature is a computer 
generated whiteboard that allows researchers to pull chunks of coded text onto it in text boxes.  Boxes can 
be moved around and linked to one another in different ways (e.g., associated with, comes from), to 
topics, or to new and different codes.  I was able to consider the quotations for each code, and for related 
codes, and visually manipulate them as needed.  While I never had a code where every woman in an 
insurance category indicated the same thing exactly, I identified concept clusters.  I created a separate 
network view for each topic and then compared the clusters in network views to confirm patterns.  The 
different body groups--cultivated, managed, neglected, and forgotten--came from review of these patterns 
as they revealed differences in how women talked about medical care, diet, exercise, and the body.  There 
was overlap between insurance categories and body type (Table 2).  Initially women with government 
insurance coverage were excluded.  They were added at the end based on how their responses 
corresponded to body groups.       
Table 2 – Fifty Three of Fifty-Five Interview Participants Body Type,  
Insurance Category and Demographic Information (Page 1 of 2)* 
 Body 
Type 
Insurance 
Category  Income Level Age Occupation Education Race 
Forgotten None < 5,000 42 Student/Volunteer Some College Native American 
Forgotten None  10,001 - 20,000 24 Receptionist High School Latino 
Forgotten None 10,001 - 20,000 60 Substitute Teacher Graduate School White 
Forgotten None 10,001 - 20,000 52 Assisted Living High School White 
Forgotten None 10,001 - 20,000 46 Home Maker < High School Latino 
Forgotten None 20,001 - 40,000 58 None (SSDI Application) Tech. Certificate White 
Forgotten None 40,001 - 60,000 38 Hair Stylist Trade School White 
Forgotten None – Bad 10,001 - 20,000 20 Billing Clerk/Waitress  High School White 
Forgotten None – Bad 20,001 - 40,000 35 Accounts Receivable High School White 
Forgotten None - Bad 40,001 - 60,000 41 Demo Associate High School White 
Neglected Bad  10,001 - 20,000 47 Sales Person 4 year degree White 
Neglected Bad 20,001 - 40,000 59 Services Coordinator 4 year degree Latino 
Neglected Bad 20,001 - 40,000 60 Box Office 4 year degree White 
Neglected Bad 20,001 - 40,000 62 Administrative Assistant Some College White 
Neglected Bad 40,001 - 60,000 21 Receptionist High School White 
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Table 2 – Fifty Three of Fifty-Five Interview Participants Body Type, 
Insurance Category and Demographic Information (Page 2 of 2) * 
Neglected Bad 40,000 - 60,000 34 Pediatric Nurse Practitioner Graduate School White 
Neglected Bad 80,001 - 100,000 64 Job Coach 4 year degree White 
Neglected Bad 80,001 - 100,000 55 Book Keeper Some College White 
Neglected Mediocre 40,001 - 60,000 60 Childcare Provider High School Black 
Neglected Mediocre 60,001 - 80,000 49 Registered Nurse Some Grad School Asian 
Managed Mediocre 20,001 - 40,000 32 Utility Clerk High School White 
Managed Mediocre 40,001 - 60,000 58 Educator Graduate School Black 
Managed Mediocre 40,001 - 60,000 31 Non-profit Director Some Grad School White 
Managed Mediocre 40.001 - 60,000 45 Bookkeeper Box Store Graduate School White 
Managed Mediocre 80,001 - 100,000 50 Computer Data Analyst 4 year degree White 
Managed Good 40,000 - 60,000 56 Registered Nurse Graduate School White 
Managed Good 40,001 - 60,000 57 CPA Graduate School White 
Managed Good  40,001 - 60,000 57 Accounting  High School White 
Managed Good 80,001 - 100,000 36 Accounts Receivable 4 year degree White 
Managed Good 80,001 - 100,000 47 Business Owner Some Grad School White 
Managed Good 80,001 - 100,000 27 Sales  4 year degree White 
Managed Good 100,000 - 150,000 49 Nurse Practitioner  Graduate School White 
Managed Good/very good 10,001 - 20,000 23 Medical Student 4 year degree White 
Managed Good/very good 100,000 - 150,000 53 Vice President – Banker Some College White 
Managed Good /very good 100,000 - 150,000 30 System Administrator 4 year degree White 
Managed Good/very good 100,000 - 150,000 62 Medical Technologist 4 year degree White 
Cultivated Very Good 40,001 - 60,000 31 Marketing/Sales 4 year degree White 
Cultivated Very Good 60,001 - 80,000 31 Administrative Assistant Some College White 
Cultivated Very Good 80,001 - 100,000 67 Office Support Staff 4 year degree White 
Cultivated Very Good 80,001 - 100,000 56 Homemaker & Volunteer Graduate School Latina 
Cultivated Very Good  80,001 - 100,000 43 Architect Graduate School Black 
Cultivated Very Good 150,001 - 200,000 42 Computer Engineer 4 year degree White 
Cultivated Great  10,001 - 20,000 39 Substitute Teacher 4 year degree White 
Cultivated Great  80,001 - 100,000 39 Services Liaison 4 year degree White 
Cultivated Great  100,000 - 150,000 47 
Home Health 
Aide/Homemaker 4 year degree Latina 
Cultivated Great 150,001 - 200,000 58 Office Administrator Some Grad School White 
Cultivated Great 300,001 - 400,000 55 Executive Graduate School White 
Neglected Medicaid < 5,000 28 Clothing Store Clerk < High School White 
Neglected Medicaid < 5,000 46 SSI High School Black 
Neglected Medicaid 10,001 - 20,000 51 SSI Some College Black 
Managed Medicare < 5,000 74 Educator Some Grad School White 
Managed Medicare 40,001 - 60,000 71 Retired/Journalist 2 year degree Black 
Managed Duel Eligible** < 5,000 71 Retired/Sales  Two Year Degree White 
* Two persons refused to answer demographic questions 
**A person who is dually eligible has Medicare and Medicaid 
 
The four identified body types were Cultivated, Managed Bodies, Neglected, and Forgotten 
(Table 2).  Groups are discussed independently in Chapters 5 through 8.  While groups were based on 
women‘s health insurance, there were similarities in each category based on income and education.  For 
example, only two of the seven women with no health insurance went to college, while all five of the 
women with great health insurance did.  This could indicate that what I identified as a product of 
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women‘s insurance was really a product of one of these other variables.  Consideration of specific cases 
where women had lower incomes and better insurance or higher incomes and worse insurance supported 
the conclusion that identified patterns were a reflection of women‘s health insurance for this sample.  
However, the possibility of confounding warrants attention and suggests use of these results to construct 
future studies.    
Body types were a spectrum that women moved up and down throughout their lives.  They 
carried experiences from one part of the spectrum to another and this influenced how they and the people 
around them thought about health and health-related information.  The insurance categories and body 
groups are heuristics that come from women‘s information and fit their data as well as the other data 
collected in Kansas City.  However, the usefulness of the categories is limited.  Reporting these groups is 
not meant to imply that all women with the same access to care, education, or type of employment will 
have the same beliefs, attitudes, or behaviors.  Descriptions show differences in access and how this can 
translate into projected attitudes and behaviors.  Individual women rarely fit the description of their 
groups perfectly because these groups are from larger themes that come out of an aggregate.  Each 
woman had several characteristics that match her group but differs in at least one or two ways based on 
her background and past experiences.   
For example, if I classify myself using these groups, I am in the managed bodies group based on 
my current access to care, diet, and exercise habits.  That being said, I also reflect characteristics of 
women with cultivated bodies because I only eat fresh fruits, prefer fresh vegetables, and take long walks 
almost daily.  This reflects my childhood when money and time were never an issue for my parents in 
terms of diet and physical activity.  On the other hand, I am like women with neglected bodies in that I 
sometimes put off going to the doctor due to my copayment.  This reflects the couple of years in graduate 
school, before I met my husband, when I was impoverished and thought of basic health care as a luxury 
that should be paid for with ―fun‖ money (or whatever was left over after bills and groceries).  When the 
differences in women are noteworthy because they are unique or add to the larger picture in some way, 
they are included.           
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Analysis of picture data proceeded along the same lines as analysis of text.  Based on the work of 
Meira Weiss (1997), pictures were reviewed for shared structures.  Repeated structures were clustered 
into themes.  The work differed from Weiss in that after the identification of themes, similarities of artists 
were considered for each theme.  Although Atlas.ti has a feature to assist with this kind of analysis, it was 
largely done by printing duplicates of the same pictures and circling the elements identified as pertinent.  
In addition, pictures that corresponded well to themes identified in interviews were noted. 
Analysis of pile sort data remains superficial.  The information obtained was helpful in 
contextualizing other data.  For example, women‘s creation of the piles, things you can control and things 
you cannot control helped me understand how women thought about CVD risk.  
The Sample 
Fifty-five women were formally interviewed (Table 2).  Ten had medical training.  Only fifty-
three filled out or answered demographic questions.  The sample was mostly white (n=40) but also black 
(n=6), Hispanic (n=5), Native American (N=1), and Asian (n=1).  Ages ranged from twenty to seventy-
four. Household incomes were less than $5,000 to more than $300,000.  Education started with women 
who had less than a high school diploma to women who completed graduate school.  The majority of 
women worked, although seven were unpaid volunteers.  Of the two who did not work or volunteer, one 
had an application in appeal for Social Security disability insurance (SSDI) due to a number of chronic 
health conditions that made her long-term survival unlikely.  The other had recently become a homemaker 
when her kidneys failed because of her diabetes.  Women worked in a range of professions from sales 
clerk to bank executive.  Of the women who refused to answer demographic questions, one was black and 
one white.  
There were eleven women with cultivated bodies (Table 2).  All were enrolled in large group 
health insurance plans.  With one exception, all had at least a four-year degree.  The oldest of the women 
was sixty-seven; the youngest was thirty-one.  Annual household incomes fell between $40,000 and 
$400,000, but most (nine) women reported that their families made between $80,000 and $100,000.  
There were nineteen women with managed bodies.  All had group plans, although some were smaller than 
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the plans of women with cultivated bodies.  Nine went to college.  The oldest was seventy-four; the 
youngest was twenty-three.  Annual household incomes fell between less than $5,000 and $150,000; most 
(seven) made between $40,000 and $60,000.  Thirteen women had neglected bodies.  Their coverage was 
mixed between individual and group plans.  Eight were white, three black, one Asian, and one Latina.  
The oldest was sixty-four years old, the youngest twenty-eight.  Annual household incomes began in the 
$10,000 to $20,000 range and ended in the $80,000 to $100,000 range.  The income range with the most 
women in it tied with three each for $20,000 to $40,000 and $40,000 to $60,000 per year.  There were 
twelve women with forgotten bodies.  Two refused to fill out a demographic questionnaire, but all 
reported that they lacked health insurance.  Eight of the twelve women were white.  Two were Latina; one 
was Black; and one was Native American.  Of those that filled out a questionnaire, the oldest woman was 
sixty and the youngest twenty.  One woman had a graduate degree, one was a student, and two graduated 
from trade school.  Annual incomes ranged from less than $5,000 up to $60,000, but the most often 
reported income range was from $10,000 to $20,000 (five women).       
Kansas City in Transition 
There were very few differences in women‘s general beliefs about CVD based on the variables 
they reported that were associated with social class, such as income and education (Table 2).  More 
complex beliefs varied a great deal based on these variables, but the variations related to women‘s ability 
to access resources.  Overall women shared similar ideas about the body and about CVD.  Women talked 
about changes in their lives that indicated they moved up and down the socioeconomic spectrum.  Based 
on these conversations, it was much easier to move up the spectrum in the past and many of the women 
who were over forty told stories of growing up poorer and changing their social position through hard 
work and education.  However, only one woman‘s more recent tale of social mobility was about moving 
up the class ladder.  Instead most tales of mobility focused on slipping down.   
During the research, Kansas City was in economic flux due to the so called Great Recession, 
which officially began in the fall of 2008.  Thousands of people in the metropolitan area lost their jobs, 
including at least three of those who were interviewed.  For many who participated, economic hardship 
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began long before the Great Recession.  The Kansas City economy has been a rollercoaster since the 
1970s.  The series of ups and downs ended in 2003 when, like the rest of the country, the economy in 
Kansas City went consistently down.  Economists in the area reported the 2008-2009 decline was worse 
than declines in previous years (MARC 2009).   
Kanas City residents suffered, in part, because of the way that the area is laid out and navigated.  
Land around Kansas City was always inexpensive, and in combination with a vast network of highways, 
has created extreme urban sprawl.  The Kansas City metropolitan area has more per capita highway miles 
than any other urban area in the nation (MARC 2009).  Area growth exceeded population growth by three 
times for two decades.  Sprawl happened as people from the city took advantage of cheap land and the 
easy to get mortgages that precipitated the recession to flee the more impoverished areas of the urban 
core.  The most growth occurred in Johnson County, while Wyandotte County was the only county where 
population declined (ibid.). 
Without a vehicle and money for fuel, it is difficult to find employment in Kansas City.  Industry 
is spread throughout the urban core and in pockets that stretch along major interstate corridors.  With 
complex public transportation routes operated independently by different counties, this vast highway 
system leaves residents without motor vehicles stranded in specific counties or neighborhoods.  It also 
creates a deep emotional attachment in people to their vehicles.  This attachment, combined with bad 
experiences using local buses, led some people to view public transportation in a negative way. Residents 
fought over potential improvements to the public transportation infrastructure for more than a decade.  
Divisions occurred primarily along economic and geographical lines as those in upscale areas resisted 
improvements that would make it easier for people from less affluent areas to travel into nicer 
neighborhoods.    
Population loss in impoverished neighborhoods made existing poverty worse through a lower tax 
base.  This further weakened neighborhood economies just as larger economic events spread financial 
pain throughout the region.  Spikes in gas prices were hard on people who moved to the suburbs but 
maintained employment in urban areas.  Many people failed to budget for the rapid, extreme rise in fuel 
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costs.  Large, low-mileage vehicles are also popular in Kansas City, in part, because some of them were 
manufactured there.  The rise in gas prices led to frequent complaints among Kansas City residents.  In 
urban areas complaints were most often directed at the government for allowing prices to soar and at oil 
companies for their perceived greed.  In the suburbs complaints were also aimed at the government 
because the government was seen as manipulated by environmentalists trying to control people and take 
away their cars. 
Class Free Fall 
Beth slipped down the class ladder.  White, twenty years old, a part-time clerk, she worked at a 
safety-net clinic in the heart of Kansas City, Kansas.  Because she could not live on the income from this 
job alone, she added to it with money from a second job as a waitress at a local bar and grill.  Neither job 
offered benefits or the possibility of promotion.  Tiny, rail thin, she stood about five foot two inches tall 
and weighed maybe a hundred pounds.  Beth came from well-educated, professional parents who lived in 
a nice Johnson County suburb.  Beth‘s hair was brown and curly.  She had sharp blue eyes and skin prone 
to breakouts.  She told me that her parents put themselves through college and thought she should do the 
same.  They did not save money for her to go to school.  She said she could not afford to pay tuition.  Due 
to more than a decade of cost increases at state schools, she was probably right.  Beth moved out of her 
parent‘s house and lived with her fiancé and his family in Wyandotte County.  Angry about her prospects 
and declining social position, she blamed the government as well as people more impoverished than her 
and with less power.  
Although Beth came from a ―good middle-class family‖ and worked at a clinic, her access to 
health care was limited.  This came out as we talked.  She asked to see my interview questions (Appendix 
I).  When she saw the one that said, ―Has there ever been a time you needed medical care but were unable 
to access it due to cost.‖  She let out a bark-like laugh and said, ―Well, that‘s about always.‖  She and 
another woman in the room told me they were uninsured until just recently when the clinic began to offer 
a high-deductible, low-premium policy.  Beth added that she might use the policy if she was hit by a car.  
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I asked if she ever used the clinic where she worked and she shook her head and said, ―Absolutely not.  I 
won‘t come here.  I‘d rather see a regular doctor and it‘s too uncomfortable because I know everyone.‖ 
She blamed a previous miscarriage on the government because she felt that the county where she 
lived provided her inadequate prenatal care when she went for help.  Beth complained about the time and 
difficulty enrolling in Medicaid.  She said the only thing the county people did was sit with her while she 
filled out Medicaid paperwork.  Beth only sought their assistance after she called several clinics and 
found she could not afford to go to a private doctor.  When she finally sought care from the government, 
she said she received inadequate treatment but knew that other women who made less money or who did 
not retain a relationship with the father of their child received better services.  Instead of identifying with 
other poor women, Beth believed that the government discriminated against her because she was white 
and her parents were middle class.  This perceived distance from people born into poverty kept her and 
her parents from recognizing how societal changes limited their ability to reproduce their class.     
I met other young people like Beth who live in poor parts of the metropolitan area because they 
could not afford to live where they grew up.  These individuals had college educated parents and said that, 
when they were younger, they assumed they would go to school as well.  Some tried, taking one or two 
classes at a time, while others gave up because it was too hard and too expensive.  They indicated a 
promise was made to them while they grew up that was broken when they reached adulthood.  The 
promise was not a college education.  It was simply the promise of a chance to go to college.  All were 
angry but directed their anger differently.  Beth blamed the Democratic Party and people who were poor. 
Young people were not the only individuals who found themselves in free fall down the class 
ladder.  Others came to safety-net clinics from outside the county because they had lost their insurance.  
Either their company let them go, cut back on their hours so they were only part time, or cancelled their 
benefits.  Patients in clinics talked about struggles they said they never knew before.  A woman I met 
briefly, who was out of work for several months and living off her diminishing savings, complained that 
higher gas prices made everything more expensive, especially food.  ―I used to pay $3.50 for milk.  Now I 
 
63 
pay five.  You have to decide whether you put gas in your car or you eat or you buy your medicine.  You 
can‘t do all three.  Sometimes you can‘t do two.‖   
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Chapter 4 –Circulating Health Information & Shared Beliefs about Disease 
Introduction 
 This Chapter reviews the health information circulating in Kansas City.  It begins by comparing 
four health related events meant for four very different audiences.  It discusses the information that was 
presented on television news and in commercials about this disease and about related topics such as 
obesity.  Finally, it considers women‘s shared beliefs about cardiovascular disease (CVD).  
Venues for the Presentation of Environmental Health Information 
 There was very little formal health information in places where I conducted research.  Events 
tailored toward health had more formal information, but what information was shown varied based on its 
intended audience.  Information for women in the lower classes was often so general it did not provide 
any way for them to incorporate it into their daily lives.  These women were told that CVD was caused by 
a poor diet high in fat and cholesterol.  It also resulted from too little physical activity, being overweight, 
or obese.  Consider the following example from a health fair for indigent women. 
The fair was held in a neighborhood that was old, filled with forlorn and forgotten buildings 
boarded up with sheets of plywood messily spray-painted with undecipherable words in shades of black, 
blue, red, and green.  Long cement sidewalks separated the rows of three-and four-story buildings, built 
more than a century before, from the tar scarred streets that cut through these silent structures the way that 
rivers cut through rock to form canyons.  It was a barren place: no trees, no flowers, no shrubs.  Not even 
a weed dared poke through the chipped, cracked concrete.   
The fair was in a building that was a combination church and community center that spanned both 
sides of an entire city block on the Missouri side of the state line.  I parked my car in an empty square of 
dirt at the end of the block where a building had once stood.  All that remained of this past structure were 
large chunks of concrete that stuck out of the dirt at odd angles.  Beside these manmade rocks were piles 
of loose gravel and scattered fragments of beer bottles.  I pulled my things out of the car.  Having agreed 
to host a booth at the church‘s first women‘s health fair in exchange for admission, I brought a portable 
crate filled with American Heart Association (AHA) brochures donated by the campus health clinic as 
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well as a table cloth, poster, and other assorted goodies meant to attract women‘s attention.  There was no 
one else on the street.  All of the brick buildings had steel doors sealed shut with large deadbolts. Their 
windows were dark, covered by thin sheets of plywood or heavy metal bars.  I wondered what I would do 
when I reached the door that corresponded to the street number scrawled on a post-it note in my pocket.  
As I neared the door, a thin black woman with thick white hair pulled into a loose bun stepped outside.      
  The woman was brisk. She ushered me inside as she reprimanded me for using the incorrect 
entrance.  She was the pastor I spoke with earlier on the phone.  After she let me into the building, she 
called to another, younger black woman to walk me to a row of portable picnic tables across the room. 
The young woman showed me my table.  An identical table on my left was draped with a large, royal blue 
cloth.  A young white nursing student I had shared a class with at the medical center sat behind it busily 
preparing tools to draw blood.  An unclothed table on my right held a large poster that asked in bold print, 
―Are you a victim of sexual violence?‖  In smaller print it explained how to recognize sexual violence and 
what to do if one was a victim of it.  Another young white woman stood nervously beside it.  She was a 
recent graduate with a degree in clinical counseling and had just started a job at a nearby not-for-profit 
organization.  Two white nurses‘ aides in their mid-forties stood on her other side ready to assess blood 
pressure and measure lung capacity. 
Several portable card tables were set up in a checkerboard pattern in the center of the room.  They 
were covered with crisp white clothes and had chairs on each of their four sides.  Tiny bud vases held 
short pink carnations and beside these vases were disposable salt and pepper shakers.  It looked like the 
dining area of a small, inexpensive café.  Against the far right wall was a makeshift buffet offering bottled 
water and trays of assorted lunch meats, cheddar and Swiss cheese, rolls, and a bowl of honeydew melon.  
There was also a coffee urn and two large pitchers of iced tea.  On the left wall was a small seating area 
with a TV, beaten up brown couch, and sixties-style hexagon coffee table. 
As we waited for the fair attendees to arrive, I spoke with the women around me.  All were from 
outside the area.  The nursing student chatted about her last European vacation and plans to travel to Peru 
over the summer.  She told me she was at the fair because it was the last part of a community outreach 
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assignment she had to do to graduate.  She would test women‘s cholesterol, blood sugar, and blood 
pressure and write their results on a form to take home.  Beside the line for each result was a four or five 
sentence explanation of it.  More in-depth information was available on a different table to her left where 
she had set stacks of notebook-sized paper densely covered with rows of single-spaced text in black, 
twelve point font.   She told me that at other fairs no one ever took these handouts.  She asked if she could 
have my prettier AHA brochures on cholesterol.  I handed them over and asked what she thought women 
did with the results sheets she gave to them.  She thought they took them to their doctor. 
Women began to arrive.  Nearly all were black.  Most were overweight and appeared to be over 
forty years of age.  At least one was a pregnant teenager.  All were casually dressed in baggy jeans or 
pants and tee-shirts.  Their clothes were faded and stained.  They wore no makeup.  Their hair was short 
or worn simply in buns or ponytails.  They entered in small groups of three or four and stayed in these 
groups the entire time.  When they came to the tables, they were not shy but hesitated before speaking to 
the professional women.  Many also averted their eyes from everyone except the women they came with.  
As they entered, they walked through each of the four stations quickly before finding the food, preparing 
their plates, and settling in to eat.  Few worked, most had no health insurance and less than half had a 
regular medical provider, even though all of those I spoke with said they had at least one chronic health 
problem that needed attention.  Many of the women were homeless.   
 The information given to women at this fair could not be integrated into their lives.  Only the 
information provided by a series of classes at a women‘s center in Kansas City, Kansas differed.  The 
woman who taught the series was from the area and certified as a master food volunteer by the local 
Kansas State University Extension office.  She understood the lives of the women in her classes and 
offered them comprehensive but easy to understand information with simple themes such as their need to 
eat foods high in calcium.  Women in her classes, as well as those who attended them in the past, told me 
they were able to incorporate her lessons into their routines.  For example, at the calcium class the teacher 
told the women not to put sugar into their children‘s powered milk because their children did not need the 
extra, empty calories.  She said that if children were hungry and needed more calories, they should have 
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more milk or another healthy snack.  One of the women in the class raised her hand and said her children 
would not drink powdered milk without sugar.  She could not afford fresh milk at the end of the month.  
Other women in the class agreed.  The instructor said she knew it was hard but told them there were a 
couple of different things to try.  First, instead of waiting until all the fresh milk was gone they should add 
powdered milk to the gallon each night, keeping it full.  Younger children would not notice that the carton 
never ran out and the taste would transition slowly, so it was less noticeable.  Second, was to keep the 
milk as cold as possible because the colder it was, the less the children would taste it. 
Health information was so complex it was often difficult for women to understand.  This was not 
only true for women of the lowest classes but also for women just above them in social position.  
Consider the following vignette, which comes from a presentation offered to the parents of obese 
children.  Not part of a formal health intervention, the presentation was given to augment data collection 
for a study of obese children.  Researchers who ran the study hired a local nutritionist.  I recognized her 
from earlier research and similar events in the Kansas City area.  
―I‘m just here to give you education and awareness.  You have to decide.  We need a healthy 
nation,‖ the woman said from in front of a large portable screen that showed a giant image of the United 
States Department of Agriculture (USDA) food guide pyramid.  The event was in Missouri, a working-
class neighborhood near the state line.  “Parents come to me all the time and tell me their kids won‘t drink 
anything but Coke.  They won‘t eat anything but chips and fries.  It makes me angry.  You have to be 
parents.  Be a mom.  Don‘t cook something special for the kids.  They can go to bed hungry if they don‘t 
like what you‘ve fixed.  But if they want more of what you made, they can have it.  Kids know when 
they‘re hungry and when they‘re full.  They can eat more if they need more because they‘re kids.‖  She 
walked across the room to stand in front of a small black boy sitting shyly in his mother‘s lap. ―Does that 
mean your mom can never buy some cake with icing?‖  The boy tightens his arms around his mother‘s 
neck and burrows his head deeply into her shoulder. The woman answers for him. ―No it doesn‘t, but 
moderation.  You have to start thinking about ways to be healthy.‖  
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It was late evening in early June.  A nurse who worked at the clinic where the event was located 
turned off the lights, so people could better see the images on the screen.  The darkness made it hard for 
the youngest children to stay awake.  Tired and bored, they fussed and squirmed in their seats.  Some had 
to wait at the clinic for a couple of hours before the presentation began and, although the private Christian 
school located next door had a large and tantalizing playground, they were not allowed to use it for 
―liability reasons.‖  Before the presentation each child was weighed, measured, and had blood drawn.  
Traumatic for some, the needle stick resulted in tears that made the small children even more exhausted.     
The speaker was an older woman with curly white hair and a thick Venezuelan accent.  She 
thanked everyone for coming and asked if the parents received their certificate for a free six-month family 
membership to the YMCA as payment for their children‘s participation in the research study.  People 
nodded.  She smiled and said she wanted them to live longer, happier lives.  The image on the screen 
changed to show a car and a human body, ―Food for the body is like gas for the car.  When we eat we‘re 
tanking up,‖ the woman told the audience.  ―A calorie is a measure of energy like a gallon is for gas.  A 
calorie is the amount of energy required to raise one gram of water by one degree.  Does anyone know 
how much a gram is?‖ When no one answered, she leaned toward them and said in a conspiratorial tone 
that it was hard for Americans to think in grams because they do not use the metric system.  Seeming an 
afterthought, she added that every other country in the world used metrics but that Americans were 
stubborn and refused.   
The audience was racially mixed.  Many people knew each other and, as the adults also began to 
grow restless, chatter filled the room.  The women wore polyester, permanent press pants, cotton jersey 
shirts, and bland uniforms in shades of grey, khaki, and tan.  They were administrative assistants, hair 
dressers, and waitresses.  Some had health insurance; others did not.  It depended on where they worked 
and if they were part-or full-time.  Even among those with health insurance, many said they were often 
hesitant to go to the doctor because money was tight and the cash that they needed for an office visit 
copayment or to meet a policy deductible was better spent on things like food, clothes, and school 
supplies.  Most of these women were married or, at the very least, involved in a long-term relationship.  A 
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couple of the women brought their husbands with them, but most laughed when their spouse came up in 
conversation because this was about their kids, food, and health, so it was meant for them and not for the 
men in their lives.       
The next slide showed the stomach as a chemical processing plant with food entering one side 
and glucose leaving the other.  The speaker pointed to the image and explained that sugar was energy 
used by the body with the help of insulin.  She explained that when people had too much energy they 
stored it, which she equated with the storage of stuff.  She asked the audience what they did when their 
garage was too full.  A couple of women called out that they had a garage sale, but the speaker rebuked 
them saying no they didn‘t.  They filled their attic.  After the attic was full they rented storage units.  She 
pointed to her hips and thighs and said that these were storage units.  She told the women and their 
children not to worry too much about kids storing energy because they were young and growing, but 
people should eat to match their energy needs.  It was when they failed to eat within their caloric 
boundaries that there was trouble.  She took a breath to insert a dramatic pause before she told them it was 
up to the parents in the room to end the obesity epidemic.  
―Have you heard of carbs, proteins, and fats?‖  She asked.  ―One hundred percent of carbs go 
towards the production of glucose, 50 percent to 60 percent of proteins do and 10 percent of fats.‖  She 
looked at a child in the front row.  ―Does water provide energy?‖  The boy shook his head.  ―No,‖ she 
agreed and then told the mothers, ―Carbs take fifteen minutes to three hours to process to glucose, 
proteins three to nine hours, and fat nine to twelve hours.‖  The more technical the information, the more 
the women lost interest.  Half an hour into the presentation, several conversations were in progress.  The 
speaker ignored the people talking and said that the Atkins diet was bad because when people only ate 
protein they didn‘t lose fat. They lost water.   
A picture of a food label appeared on the screen.  She said it was important for everyone to look 
at labels and know how many carbs, proteins, and fats they ingested.  They should know how to figure 
out how many calories were in something.  She spent several minutes going over mathematical formulas.  
Some of the women who were trying to pay attention look confused.  One held up her hand but was 
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ignored as the speaker said, ―Of course on American food labels they‘ve already done the math, so at the 
top it says how many calories.  This isn‘t that useful when you‘re trying to keep track of what you‘re 
eating though.  People should just count out the grams of how much they need per day. Why does 
America have to tell Americans everything?  Why do they need to know all of this information?  To be 
healthy.  It isn‘t rocket science.  We need to take responsibility.‖  
She pointed to a line on the food label, ―Make sure you look at how many servings per container.  
You have to figure out how many servings.  I want you to know how dieticians think.  Fifty percent of 
calories should come from carbs but from good carbs like crackers, noodles, spaghetti, tortillas especially 
corn tortillas, or fruit and grains.  It doesn‘t mean you can only eat whole grains, you should have variety.  
I really like white bread especially when I eat an open-faced sandwich.  I love corn tortillas.  We also 
need fat.  At least 30 percent of our calories should come from fat and 20 percent from protein.  There are 
dietary guidelines for Americans and if you are an American you should know them, so everyone should 
go and look them up and learn what they are.  Fat Americans are bad Americans.  We need a healthy 
nation.‖ 
She continued for several more minutes introducing increasingly complex mathematical 
equations and calling on people in the audience to answer questions that often they could not answer.  
When her talk was over, the women stood quickly, gathered their children and their children‘s things, and 
moved quickly toward the door.  It was late, past bedtimes, and there was school in the morning.  A 
couple of women stayed and asked the speaker to review the mathematical formulas with them because 
they could not work them out correctly.  She sat with them for a few minutes before one was able to reach 
the same solution as the example.  The other continued to struggle until the speaker told her not to worry 
about it, she could just ―Google it‖ when she got home.  
Health for Sale  
Women from the next higher position on the class ladder were given health information that was 
meant to sell them products.  Similar to the first example, the information was usually general, but it was 
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direct and easily implemented.  Women were told to use a product because it was good for them in some 
way.  Consider the following.   
Speaking of Women‘s Health was at the Overland Park, Kansas, convention center.  The ticket 
price was $40.  The following is from an advertisement for it,  
It‘s not a health fair or an expo, it‘s a unique learning environment featuring top local and 
national experts on women‘s health. Add to that a relaxing spa-like atmosphere, health 
screenings, extraordinary gifts and an elegant lunch and you‘ve created an experience that one 
attendee describes as ―an incredible day to focus on me and my health. I look forward to it each 
year‖ (http://www.shawneemission.org/women-s-health/kansas-city-speaking-of-women-
health.html - 2010).    
I arrived just after 8:30 in the morning.  For the first half hour around 1,000 women wandered 
around the large lobby eating from tiny black plates filled with food from a long line of tables covered 
with black clothes, crystal bowls, and silver platters.  The women were professionals.  Most were over 
forty years of age.  They dressed in slacks and cardigans, flowing cotton skirts and organza blouses.  
Many were in small groups, little clusters of friends there for a fun day of discussing their health.  All of 
the women I talked to said they had health insurance, but the type varied based on their job.  Before 
breakout sessions began, women perused tables that were set up along the room‘s edges by the event 
sponsors.  The tables offered health information and advertisements for everything from nutrient shakes 
to organic teas.  When they checked in, women received a carry-on suitcase complete with wheels.  It was 
full of samples, but women took even more goodies, like happy trick-or-treaters on Halloween.     
 At 9:00 a.m. we were told to move into small rooms where the breakout sessions were located.  
They covered everything from the latest fashions at a local department store to ways to improve sexual 
satisfaction.  Sessions lasted around an hour and were followed by a ten to fifteen minute break before the 
next round of sessions began.  During breaks women continued to visit the various tables or received one 
of a handful of health screenings such as a bone density or lung capacity test.  There were also two 
cosmetologists available, sponsored by a line of beauty products, for five-minute make-up makeovers.  At 
noon the sessions stopped for an hour long sit-down lunch in the ballroom, decorated with balloons, 
flowers, and banners proclaiming the conference logo, ―Be Strong, Be Healthy, Be in Charge.‖  The 
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luncheon speaker, a female comedian, talked about the difficulties associated with being a woman over 
forty.  After lunch, sessions began again and lasted until 4:00 p.m. when the keynote speaker, a female 
cardiologist, gave a talk about the uniqueness of the female body.  After the address, women trickled 
outside after massing around two small tables that continued to offer samples of breakfast cereal and fruit 
juice. 
Selling Services  
The health information offered at events for women of the highest social position accessed for 
this study was meant to sell services or solicit donations.  These events were free but required an 
invitation.  They also provided women with food and gifts, but the gifts were not samples.  They were fun 
novelties and trinkets that followed the event‘s theme, such as a heart shaped ballpoint pen.  Consider the 
following.   
Change of Heart was organized for women executives and held at the new facilities of a for-profit 
hospital.  I was invited by the Women‘s Chamber of Commerce after I contacted it about my research.  
Eager to help, chamber staff quickly welcomed me and seemed interested in my dissertation.  Most of the 
women I spoke with to obtain the invitation, as well as at the event, had at least one master‘s degree. A 
couple lacked formal education and said they worked their way up through the ranks of their companies 
to top positions.  All who said they had children between eighteen and twenty-four years old indicated 
their children were in college.     
When I arrived, my car was taken by valets.  I walked away from the carefully manicured 
entrance, passing through two sets of silent automatic doors, into an atrium where I soft light reflected off 
the black polished granite walls and floor.  Rows of round tables were dressed in black and white linen 
and artfully placed by a bank of large plate glass windows.  The tables overflowed with platters of 
smoked salmon, shrimp, canapés, slivers of mango, pineapple, melons, and an assortment of cheeses, and 
other tasty treats.  One table sat slightly askew from the others.  It was layered with trays of strawberries 
coated in milk, dark, and white chocolate.  Cocktail waitresses, most of whom were young, Hispanic 
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women, stood between the tables.  They were dressed in crisp uniforms that shared the black and white 
motif of the table linens.  Several held trays of white and red wine. 
Just over two dozen white and black women trickled in and approached the food tables.  Nearly 
all were dressed in carefully tailored black, blue, and red suits either with straight legged pants or modest 
skirts.  A few wore bolder prints and less tailored outfits, but all were carefully and expensively coifed 
with perfectly placed hair, often tinted with highlights, and understated, impeccable makeup.  Most were 
thin, their muscles toned.  Nearly all were over thirty-five and, through later conversations, I learned those 
that were younger were assistants to the older women.  Most came alone, but many already knew each 
other.  They mingled, moving gracefully from table to table, unafraid to meet each other‘s eyes or offer a 
firm handshake.  All the women I spoke to about their health insurance had it through a preferred provider 
organization (PPO), which allowed them to see a number of different specialists for their preventive 
health care needs on a regular basis.  
Prior to entering the atrium, we sat in a large auditorium listening to an hour-long presentation on 
the dangers of CVD, the importance of heart health and CVD prevention, and the wonderful new facilities 
available at the hospital for both.  Messages about health were about the importance of self-control and 
the individual‘s ability to maintain her health through appropriate behaviors and the purchase of 
diagnostic and treatment services.  At the talk, women were offered ice cold bottles of water, pens with 
the hospital logo, and folders that included brochures for hospital services as well as small pads of paper.  
Although they were not given any medical tests, they were encouraged to make an appointment for a 
heart health assessment, not usually covered by insurance, available for $60.  Gift certificates for an 
assessment were also available for friends and family members.  Women were encouraged to give 
certificates because, in the words of one speaker, they were ―such a better present than a gift card to a 
restaurant or the like because with this present you could actually save someone‘s life and help us bring 
heart health awareness to the forefront for women at the same time.‖   
The speakers promised this easy assessment would provide all of the information a woman 
needed to know her exact risk for CVD and included a cholesterol and blood glucose test, blood pressure 
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and pulse rate check, and body mass index and waist circumference evaluation.  The assessment provided 
women with a private review of their results with a licensed nurse as well as the emotional support and 
education needed to change their lifestyles.  The assessment could be completed in 90 minutes and would 
not force women to do anything that could ―mess up their hair or make them sweat.‖  One woman stood 
and announced that for Christmas that year she purchased all of her employees an assessment to give in 
place of their usual bonus.  ―It‘s so much better,‖ she said.  ―It‘s the gift of life.‖  Women were also 
invited to purchase tickets for an upcoming, annual event that was meant to raise women‘s heart disease 
awareness.  This secondary event provided a ―slumber party‖ atmosphere where women could ―hang out‖ 
with their friends, enjoy gourmet food and cocktails, and listen to special guest speakers share ways to 
improve their heart health and fitness.  Tickets for the second event cost $50 to $175.   
Other Venues for Health Information 
The health information at events that were not targeted toward health but were in locations for 
health-related activities such as gyms, usually had pamphlets or small posters with general health 
information similar to what was available at events for the less affluent.  More general locations like 
libraries lacked health information.  Food vendors showed descriptions, images, or actual high-fat, low-
nutrient foods such as cakes and cookies to solicit their purchase.  They rarely had nutrition information 
available.  When it was, nutrition information was printed on pamphlets placed in nondescript holders in 
out of the way places.  Food ads for less expensive vendors were also seen in the general environment, 
such as a Quick Trip billboard that showed a picture of a large, gooey cinnamon roll with the words, ―life 
is too short.‖  These were similar to TV ads discussed below.      
Television News 
 Observing health information on television differed from interacting with women as discussions 
with women were about their ideas and beliefs.  Conversations were directed by them, followed their 
logic, and centered on what they thought was important.  With news segments, it was up to me to decide 
what was relevant and how to interpret it.  No heart health information was covered by the national news 
on observed days.  Based on a joint Kaiser Family Foundation, Pew Research Center (2008) study of the 
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health information presented by the media from January 2007 through June 2008, this was not surprising.  
The study considered every episode of the evening news that aired on ABC, NBC, and CBS during the 
study period and coded stories for content identifying them as health related if at least 50 percent of their 
material was about health in some way.  The study found that of the news stories only 8.3 percent were 
related to health and only 6.7 percent of these were related to heart disease.  Most of the health stories 
(18.7 percent) were about cancer, followed by diabetes or obesity (7.1 percent).  Information about risk 
and prevention was also sparse; only 25 percent of health stories related to public health and these 
included stories about tainted vaccines and food recalls.  The majority of health stories were about 
treatments, most (61.3 percent) for a specific disease.  Fourteen percent were related to health policy or 
problems with the US health care system (ibid: 3-4).      
It is impossible to say why news stations did not include more health-related stories without 
asking them, but past research suggested it was either because such stories would have cast a negative 
light on station owners and sponsors or because such stories were not entertaining enough (Pratkanis and 
Aronson 2001: 272-273).  Various sectors of the health care industry are prominent sponsors of the local 
and national news.  In the US, stations that broadcast the news are predominantly owned by large 
corporations and tend to favor stories that are either pro-business or neutral but business oriented.  In the 
past, reporters said they were told not to follow stories that hurt sponsors or to pull stories that sponsors 
did not like (Perrucci and Wysong 2008: 212-217).  Stories also rarely address controversial class issues 
because class information is thought too difficult for the general public to process or they would not like 
it.  Stories that are preferred by networks are those that ignore or favor corporations while simultaneously 
involving dramatic action, conflict, and, if possible, famous people (Pratkanis and Aronson 2001: 272-
273, Perrucci and Wysong 2008: 205-207, 212-213).  This means that stories about heart disease are not 
newsworthy unless they are about someone famous who died unexpectedly from the disease, such as Tim 
Russert in 2008. 
Kansas City‘s local news had forty-nine segments related to health from July 1, 2008 to 
December 31, 2008.  Using KFF categories, most were related to public health (Table 3), but these were 
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usually public service messages such as a story about a free child vaccination clinic.  Less were about 
health policy, also a major topic in political campaigns of the time.  These stories were short and did not 
address complexities in the US health care system.  For example, one was about a radio DJ criticized after 
he made on-air jokes about people without health insurance possibly being forced to give up driver‘s 
licenses because they lacked coverage.  There were segments related to the treatment of a specific disease 
that emphasized the importance of health care.  These segments showed people who received care as 
better for it or told stories of people who did not seek care and had serious consequences because of it.  
Only a small portion of health stories were about CVD, including a story about heart attacks in women 
and a story about a woman who survived CVD.  There were twice as many stories about breast cancer as 
heart disease.  Only one story mentioned CVD risks.  Its primary focus was obesity.  
Table 3 – Percentage of Evening News Stories  
by Kaiser Family Foundation (KFF) Topic 
Story Topic Percent (n=49) 
Public Health 31% 
Disease Treatment 20% 
Health Policy 12% 
Cancer 12% 
Diabetes and Obesity 6% 
Cardiovascular Disease 4% 
 
The large percentage of messages about successful disease treatment made it more likely that 
when audience members thought about a disease, they thought about the health care available to treat it 
and not what caused it or the experiences of people diagnosed with it.  These stories gave the impression 
that through Western medicine diseases were always treatable and, if not curable, at least controllable.  
They rarely addressed the limited ability of some segments of the population to access care.  When they 
looked at social stratification and care, they looked at it from an individual perspective, not a societal 
level.  Consider a story that aired on KMBC, the ABC affiliate, at 6:00 pm on October 23, 2008. 
The story began by saying that the economic downturn caused people to either skip doses or 
stop taking their prescription medications to save money. They interviewed a diabetic man who 
said he never missed a dose of his insulin but skipped his other eleven medications regularly.  
He said money was tight because he had a daughter in college and a son in law school. The 
reporter told the audience there were risks to skipping doses of medication.  She interviewed a 
nurse practitioner in her fifties who said people should not skip their medications because if 
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they are sick there is no one there to take care of their family. If the primary breadwinner cannot 
work than the whole family suffers. The reporter added that women were especially bad about 
skipping medications in order to pay for things their children needed but, the nurse practitioner 
explained, that mom had to be selfish because if she could not work then there was no one to 
feed her children. The reporter said that the diabetic man saw a doctor every four months and so 
far there was no change to his health. The nurse practitioner said if someone was having trouble 
paying for their prescription they should talk to their doctor. The doctor might be able to 
combine some of them to reduce costs. The story ended when the anchorwoman appeared and 
said everyone can cut their health care costs by eating right and exercising. She then put up 
information about Missouri Rx and Community Rx, the Missouri and Kansas prescription 
assistance programs (Chapman 2008a).  
 While the news story brought attention to a problem of health care access, it failed to mention that 
people skipped doses of their prescription medications because they could not afford them before the 
2008 economic downturn.  Analysis of focus group data collected in 2007 from forty-two underinsured 
people in the Kansas City area found that skipping doses, as well as forfeiting prescriptions, or taking 
prescribed medications until they were used up even when a doctor changed their prescription were 
common strategies to reduce health care costs.  They rationalized skipping drugs by saying that drug 
companies understood complete compliance was impossible and made drugs so missing doses was not 
harmful and viewed skipping medications as an issue of personal responsibility.  One male participant 
said, ―It‘s not like you‘re really taking risks; you‘re taking responsibility for your own medical care‖ 
(Hall, Carroll, and Moore 2010: 308).   
Although Americans across the income spectrum reported skipping medications to save money in 
the past, more low-income people used this strategy than people of average incomes (34 percent vs. 20 
percent respectively) (Morgan and Kennedy 2010: 5).  Unlike the man in the story, it was unlikely that 
people with lower incomes had a child in law school who could go without tuition money to help pay for 
his parent‘s drugs.  This example diminished the reality faced by those in more desperate situations.   
In addition the story presented state prescription programs as a solution for people who could not 
afford their medicine.  Community Rx covered only a short list of predominantly generic medications.  In 
a phone conversation in the spring of 2008, before the story aired, Community Rx also said it could not 
take any new enrollees until 2009 because it lacked funds.  Because only those who needed the program 
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called and found out it was no longer available, the rest of the people who watched this story were left 
with the impression that help was available to those who needed it.   
Commercials 
The total number of commercial I watched from July 1, 2008 to December 31, 2008 was 1,372, 
although many ads repeated several times.  Because part of the period spanned the 2008 elections (25 
percent of ads were for political candidates), data from November 6 through December 31 was also 
considered independently.  In that period, 365 commercials were observed.  Around 10 percent were for 
fast food (Table 4).  Between 6 and 9 percent were health related (e.g., Healthy Choice Frozen Dinners), 
and only a small percentage were for prescription drugs (e.g., Plavix, Lipitor, Advair) or over-the-counter 
medications (e.g., Tylenol, Miralax, Bayer).  The rest were for things such as upholstery cleaning and 
gutter replacement.  
Table 4 – Percentage of Local News Commercials  
by Kaiser Family Foundation (KFF) Topic 
Commercial Topic 
Percent for Period 
(n=1,372) 
Percent for  
11-6-08 to 12-31-08 
(n=365) 
Fast Food 7%  11% 
Health Related 6% 9% 
Over-the-Couther Medications 1% 4% 
Prescription Drugs 1% 2% 
 
For the period from July 1, 2008 to December 31, 2008, there were 1,020 ads on during the 
national news.  Many of these were also repeats of the same ad aired numerous times.  Over 20 percent 
were for health-related products.  Nearly 20 percent were for prescription drugs.  Because only a small 
percent were election related, an independent sample after November 6 was not considered.  Local and 
national news programs were often sponsored by health care companies or companies that related their 
products to health such as pharmacies, hospitals, and clinics. 
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Table 5 – Percentage of Evening News Commercials by 
Kaiser Family Foundation (KFF) Topic 
Commercial Topic Percent (n=1,020) 
Health Related 21% 
Prescription Drugs 18% 
Over-the-Couther Medications 8% 
Political Candidates  4% 
Fast Food 2%  
 
The most prominent theme in health-related commercials was the promise that a product could 
help a person establish, reestablish, or maintain control over her body in some way.  Ads sold an active, 
engaged lifestyle, the lifestyle people could have if they were in control.  This was true of prescription 
drugs, over-the-counter medications, and health-related products.  For example, an ad for Lipitor began 
with the image in black and white.  A man said he had a heart attack at fifty-seven after his doctor told 
him he needed to do more to lower his cholesterol.  Like other heart-related prescription drug ads, the 
announcer said the drug was for people ―when proper diet and exercise are not enough,‖ but it did not 
seem that the man did these things before his attack based on his next statement which was, ―what was I 
thinking.‖  The scene changed to color and showed him walking his bicycle next to a river.  The new 
image implied that after his heart attack he engaged in appropriate behaviors, which included ―trusting his 
heart to Lipitor.‖  An ad for Plavix showed a man stalked by a metal hospital bed, a metaphor for lost 
control.  He talked to his doctor about Plavix, a drug that stopped cholesterol from accumulating in 
arteries.  Once on the drug he stayed out of the hospital bed and in control of his body. 
Ads for over-the-counter medications promised to control pain and give people their lives back.  
These commercials often showed people with a headache or body ache, they took the medicine, and they 
were ―back to normal‖ quickly.  In some commercials, such as one for Excedrin, normal was work.  In 
others, such as one for Tylenol Rapid Release Gels, a drug with the slogan, ―Back to normal whatever 
your normal is,‖ normal was playing with water guns on a green lawn during a hot summer day, 
skateboarding next to a bus, riding a horse on a race track, and several other fun activities.  Tylenol PM 
Rapid Release Gels ads also said that this drug not only gave people control over their bodies and over 
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aches and pains so they could sleep but did it without making them dependent or taking away their long-
term control like other drugs might.   
Commercials for nonprescription products not only promised to help people gain or maintain 
control, they promised to do it even when people failed to engage in the behaviors that were required to 
maintain control themselves.  Some were presented as a way to be good when it was otherwise 
impossible.  For example, a commercial for Ensure began as an announcer said, ―It really is no surprise 
people don‘t eat right.  They just have too much on their plate to think about what they should have on 
their plate.‖  A man was shown walking through a lobby with a pile of papers and a donut.  ―Delicious 
Ensure is a source of balanced nutrition to have as breakfast, lunch, or just a pick me up.  So when you 
can‘t eat right, eat smart; delicious Ensure, nutritious for a better you.‖  Others advertised that they were a 
way people could maintain their health even when they did not engage in healthy behaviors.  A 
commercial for Activia yogurt showed a woman in front of her refrigerator.  She explained that because 
of her busy schedule she could not always eat right.  Junk food slowed down her digestion, but Activia 
helped her stay regular.  
Women in Kansas City said that what put people at risk for CVD the most was being overweight 
or obese.  Because women put such emphasis on excess weight, I paid special attention to commercials 
for weight-loss products.  There were very few of these on during the evening news, but they ran 
frequently during other programs.  Weight loss products included medications, vitamins, pre-made meals, 
diet plans, or physical activity at a paid gym or with home exercise equipment.  All promised to give 
people control over their bodies by either helping them change their behavior or by making their bodies 
lose fat without behavior modification.  The following is from Weight Watchers,  
A woman came into her living room, sat on her couch and turned on the TV. An anonymous 
female spokesperson said, ―When you‘re on a diet hungry always seems to get in your way.‖ A 
little orange monster popped out of the woman‘s TV, holding a chocolate cake in one hand and 
playing a trumpet with the other. The spokeswoman continued, ―That‘s why Weight Watchers 
created the brand new Momentum Program.‖ A sign slid onto the screen pushing out the 
monster. The monster pushed back but, with the signs second push, was removed from the 
screen. The picture changed to show the monster on a table as various unhealthy foods appeared 
beside him and the spokeswoman said, ―Now you can conquer hungry and other things that stop 
you from losing weight.‖ The monster directed a miniature dump truck full of candy directing it 
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to unload its sugary cargo. ―Call 1-800-number now.‖ The white number appeared on a red 
screen before the monster took its place. It stood on a chair and the announcer continued, 
―Learn new strategies like eating filling foods so you don‘t eat when you‘re tempted or bored.‖ 
The words appeared over the monster as he held up cards saying tacos, burgers, pasta, and 
noodles. A sign that said ―New Momentum Program‖ appeared dropping down over the 
monster. The screen turns orange and the spokesperson says, ―Weight Watchers stop dieting 
start living‖ (Chapman 2008c). 
Others emphasized how easy it was to lose weight with products that people could use to control 
their bodies without changing their behavior.  Drugs were supposed to suppress appetite, block fat 
absorption, or speed up metabolism.  Programs with meal plans such as Nutrisystem and Jenny Craig 
emphasized the similarity of their foods to foods that were traditionally identified as fattening like 
pancakes.  Food products offered themselves as less fattening or healthier alternatives to unhealthy 
fattening foods.  The following comes from a series of Yoplait Yogurt commercials, 
A woman appeared on the screen in gray workout clothes. She was talking to someone on a cell 
phone as her husband did something on the kitchen counter in the background. She said, ―My 
diet, well, yesterday I had an apple turnover. Mm-hmm, well it‘s sort of my weakness.‖ The 
camera showed a close up of her husband looking toward her with surprise and desire. He 
looked at the refrigerator. The woman continued, ―I always keep it in the house.‖ The man 
dropped what he was doing and opened the refrigerator door quickly. There was an entire shelf 
of Yoplait Yogurt, but he was oblivious. The woman told the person on the phone, ―Well that 
and Boston cream pie, white chocolate strawberries, yeah, yeah, and the key lime pie.‖ The 
husband had gone through every inch of the refrigerator. He was on his knees because he had 
just finished searching the bottom shelf and the drawers.  The woman said, ―Yeah, I‘ve already 
lost some weight.‖ The camera showed a close up of his angry face as he looked to her 
confused.  An announcer said Yoplait Light with fourteen delicious flavors at just 100 calories.‖ 
The man moved the yogurt over oblivious to it. Tiny white letters appeared on the screen. First 
they read, ―As part of a reduced calorie diet and regular exercise.‖  They changed to, ―Some 
flavors are 110 calories.‖ The woman looked at her husband and said, ―Babe, what are you 
doing.‖ He looked at her sheepishly. The screen changed to show the Yoplait logo, ―Yoplait, 
it‘s so good.‖     
 
Like the Yoplait commercial, other products told people to eat them instead of other, less healthy 
alternatives.  There were Pop Tarts with added fiber, flavored waters with added protein, and candy bars 
with added fiber, protein, or both.  Commercials told people that as long as they chose a product that 
advertised it was good for them, they were doing the right thing for their body and what they could for 
their health.  Some women in Kansas City (thirteen who openly discussed it) indicated that they believed 
this was true.  As long as they chose the ―healthy Pop-Tarts,‖ they had good dietary practices.  These 
women did not consider the intricacies of how food components like fiber and protein worked together.  
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For example, they did not think about people‘s daily requirements for fiber, they just assumed that 
products with more fiber were healthier.  Those who openly stated this had mixed income levels, but they 
were not as well educated as other women in the group: the highest degree obtained was an associate‘s 
degree.  Nine were over the age of forty and five were over fifty.  Eight women with this belief had 
chronic health conditions such as type II diabetes.  Several others led me to believe that they too only 
looked at what products advertised about themselves and not their actual nutrition information.  The same 
women simultaneously talked about the need to look more closely at the nutrition in processed foods 
because foods lied or misled about their health benefits, but these women did not have time to be 
constantly vigilant. ―I don‘t have six hours a week to waste on grocery shopping,‖ one woman said as we 
talked about food labels.    
Food makers are aware of their ability to manipulate consumers by marking a food as healthy.  In 
2008, General Mills, Kellogg‘s, and Kraft Foods used a program called Smart Choices to emphasize the 
healthier aspects of their processed foods, such as the use of whole grains to make breakfast cereals.  
They labeled them with a sticker or picture of a white box and green checkmark that said Smart Choices 
and produced commercials that told consumers to look for this label.  In 2009 the FDA announced it 
would investigate these claims, along with several other manufacturer front-of-package logos that were 
supposed to indicate a food was a healthier option after a consumer group complained that some products 
with the Smart Choices label, like the children‘s cereal Froot Loops, were almost 50 percent sugar (Stark 
and Kahn 2009).    
Ads that targeted women often played on gender stereotypes.  Aside from Subway Restaurant ads 
that featured Jarod, a man purported to have lost 245 pounds by eating sandwiches, weight loss ads rarely 
showed men.  When they did, such as in a Nutrisystem ad featuring former football player Dan Moreno, 
they acknowledged that seeing a man in such a role was unusual.  More recent Jenny Craig ads with 
comedian Jason Alexander also acknowledged that a man using such weight loss products was new.  
Several other product commercials continued to contend that it was much easier for men to lose weight 
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than women, such as ads for the diet supplement Slimquick, which showed cartoon images of a man and 
woman.  In one ad the woman began,  
―This is my husband Todd, he‘s fat and happy. I‘m fat, not so happy. It‘s not easy to diet when 
you eat out as much as we do, so we started ordering salads instead of fries. This is what 
happened to him.‖ The image of Todd shrank several sizes. ―This is what happened to me.‖ The 
image of the woman‘s breasts shrank several sizes. ―Now we‘re both unhappy.‖ A female 
announcer‘s voice said, ―New SlimQuick designed for women‘s weight loss.‖ As the voice 
spook the cartoon image of the woman walked around a giant box of SlimQuick and became 
skinny. The announcer continued, ―SlimQuick helps address six reasons women have trouble 
losing weight.‖ The reasons appeared inside circles around the box of SlimQuick. They were: 
(1) water, (2) hormones, (3) stress, (4) metabolism, (5) energy, and (6) appetite.  The announcer 
said, ―SlimQuick with diet and exercise, how women lose weight. SlimQuick in pills and now a 
new drink mix‖ (Chapman 2008d).   
 
Ads for women‘s products emphasized the need to put themselves first and to take care of their 
health before they took care of the needs of others.  For older women, the implication was that they had 
spent their lives taking care of others and had earned this right.  A commercial for Bayer Aspirin used a 
spokeswoman in her mid-fifties.  The woman sat on a couch and addressed the audience as one would 
address a friend: ―I never thought I would have a heart attack, but I did.‖ She instructed members of the 
audience to talk to their doctors about aspirin, saying that people needed to be their own health advocates.  
An announcer said that people should talk to their doctor before they began an aspirin regimen. A black 
and white dog appeared on the couch with the woman as she smiled at the camera and said, ―You took 
care of your kids.  Now it is time to take care of yourself.‖  Younger women were told they must take care 
of themselves, so they could continue to take care of others.   
Everyone in the commercials was relatively affluent, living in upscale single family homes or 
condominiums with high-end décor and state of the art appliances.  Commercials for foods not advertised 
as healthy were deemed wholesome.  Interviews showed these foods were most often eaten by poorer 
women, as were foods that had ads that said they were healthy because they contained hidden vegetables.  
Although these foods were used by the poorer women in the sample, most of whom worked (Table 2), the 
ads for them showed images such as a perky, thin, stay-at-home mom with happy, healthy children eating 
at a large table in their bright, roomy kitchen.  Stouffers differed because when it advertised its line of 
frozen family meals (e.g., lasagna), it did so as a way for busy, working moms to bring their families 
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together for a meal.  Stouffers used images more reflective of the working-class mothers observed in 
Kansas City.  Besides being shown as healthy or wholesome and good tasting, most prepackaged meals 
were also shown as easy and convenient.   
Social Reproduction and the Media 
 Food makers profit more from processed foods than fresh ones because they can charge more for 
foods modified through relatively inexpensive techniques.  The corn in a box of corn flakes accounts for 
less than 10 percent of the product‘s overall price (Nestle 2007: 17-18).  Food producers also save money 
on processed foods because these foods have longer shelf lives and require less expensive methods of 
storage and transportation.  It makes sense that the largest food manufacturers prefer to sell processed 
over non-processed foods and advertise accordingly.  Ads for whole foods were not observed.  Ironically, 
whole foods are associated with health and processed foods that are identified as natural in some way sell 
much better than those without this kind of labeling (Pratkanis and Aronson 2001: 159).  The USDA and 
Food and Drug Administration (FDA) do not allow food makers to label foods as natural if foods contain 
anything artificial or synthetic.  Food manufacturers maneuver around this by using phrases with the word 
natural in them, such as use of the phrase, ―made with all natural ingredients‖ in ads for high fructose 
corn syrup.  They also use natural heuristics, such as images of waiving wheat on boxes of cereal.  Past 
research indicates that people prefer foods they identify as natural because they think something that is 
natural is more wholesome and healthier than something processed (ibid: 158-160).   
People believe they can affect their physical appearance through diet and physical activity, a 
message found throughout the environment, repeated on the news and in commercials.  People in society 
are known to attempt to change aspects of themselves to become more socially desirable (Meinert 2004: 
23).  They also change parts of their lifestyle if they see changes as both possible and desirable.  
Marketers manipulate people‘s desire to have an acceptable, healthy body and their willingness to change 
their habits to sell products.  Marketers reaffirm the idea that whole foods are more difficult to prepare 
than processed foods and that they taste worse because ads present these points as accepted knowledge.  
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The interviewed women believe marketer messages to varying degrees, but the burden associated with 
belief in these messages was borne disproportionately by the poor. 
Women’s Beliefs about Cardiovascular Disease  
Women associated CVD with the heart and indicated they knew exactly what it was, the part of 
the body it affected, and its long-term consequences.  They referred to it primarily as a heart attack, a 
quick, painless, and good death.  ―My grandmother, she went to bed one night and never woke up, just lay 
down and went to sleep.  It sounds like a good way to go,‖ one woman explained.  Interviewed women 
also saw the heart as the center of emotion and sometimes represented it as a valentine (Figure 3).  Ten of 
the fifty-five women drew it this way; eight drew it as a four chambered pump; three as a valentine 
turning into a pump.  Images of a valentine turning into a pump may have represented a change in how 
women saw the heart.  Instead of being the center of emotion, it was becoming just another body part 
(Weiss 1997: 469).  Five women drew the heart as an indiscriminate circle, which might have indicated 
that this organ was becoming more amorphous to women who did not see it as biological or metaphorical 
or simply that they could not draw.  The rest of the women did not show the heart in their pictures at all.  
Instead, they showed people who were overweight or obese, sometimes engaged in what the women 
identified as unhealthy behaviors.    
Figure 3 
Interviewed Woman’s Image of a Person “At Risk” and Diagnosed with Cardiovascular Disease 
 
At Risk for CVD 
 
Diagnosed with CVD 
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Besides pictures of people with CVD, women drew pictures of people at risk for it.  Images 
showed people engaged in behaviors women identified as bad, such as smoking, drinking, and eating low-
nutrient foods like french-fries.  In pictures, CVD was a disease that people brought on themselves 
because they lacked the discipline required to stay healthy.  Although women indicated this was true for 
other people, nearly all of them also explained that they believed they acted the way they should most of 
the time.  Women who thought they did not act in appropriate ways had a lower social position, but even 
among these women few worried CVD would affect them.  It was a disease that happened to other people. 
Past research has shown that people view CVD differently from other diseases, particularly 
cancer and AIDS.  In these studies, people saw CVD survivors as normal, while they saw cancer 
survivors and people with AIDS as contaminated.  People in these studies drew those with cancer and 
AIDS as transformed into polluted, undesirable beings (Weiss 1997: 469, Sontag 1988: 38).  Interviewed 
women also described CVD as transformative, but instead of survivors becoming undesirable, they were 
reformed.  Interviewed women described survivors as if these people went through spiritual awakenings.  
Consider the commercial for Lipitor.  The man had a heart attack.  He changed his lifestyle and repented 
for his past ways.  He was saved.  As she drew the picture in Figure 3, the woman said, ―Well, you know 
this person is so much healthier.  They eat better, get more exercise, quit drinking and smoking.  Well, 
maybe not smoking.  They will quit, but it takes longer because it‘s harder to do.‖  Figure 3 was 
representative of many themes found throughout respondent‘s pictures.  In the image, the ―at-risk‖ person 
was unhappy while the person diagnosed was happy even though the ―at-risk‖ person engaged in 
behaviors that were more fun and the diagnosed person had a serious disease.  Diagnosis gave a person 
the desire to take control. 
The Balanced Body 
As women talked about CVD and CVD risk, they talked about balance.  In the West, the 
association between balance, diet, exercise, and weight originated in Kenneth Cooper‘s (1982 [1968]) 
book Aerobics, which is credited with helping begin the movement that made the desire for physical 
fitness a cultural obsession.  In his book, Cooper called for ―a balance between proper diet and exercise, 
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as well as other lifestyle changes, such as the elimination of smoking, addictive drugs, and excessive 
alcohol, along with stress reduction and regular physical examination‖ (Eng 2000: 250).  A Kansas City 
nutritionist told me that balance and moderation were about balancing a person‘s caloric intake with her 
energy output to maintain a healthy weight.  In her training she learned that balance is a process of 
making good food choices in relation to individual energy expenditure.   
Lay women did not see balance the same way.  They added to this concept any transitory, 
unhealthy but emotionally uplifting deviation from a healthy lifestyle.  One of the women I talked to told 
me, ―I have a hotdog when I go to the ballpark like twice a year. They are delicious, I love them and it 
makes me feel good to indulge.  I don‘t eat them at home because they‘re disgusting.  You might as well 
wrap a stick of butter in a bun, but once in a while at the ballpark.  Balance, you know.‖  For lay women, 
balance was more reflective of eating a little bit of every kind of food.  They rarely included exercise in 
this concept and tended to associate it with Eastern medical traditions and philosophies.  None followed 
these traditions.  The only woman who brought them up also enjoyed an occasional hotdog.  ―I‘m a big 
believer in you‘ve got a whole boatload of things you can use for health care and I‘m a big East-West, 
you know.  I think acupuncture and herbs are important.‖  In the 1970s a prepackaged, commoditized 
version of Chinese medicine came into fashion in the US.  This Westernized version of Eastern thought 
stands in opposition to Western medical models that treat the body like a machine (Unschuld 2009: 197-
200).  People in the West use it to humanize health care. Women‘s association between caloric balance 
and Eastern tradition lends the concept legitimacy as it also allows women to soften the more Western 
idea with the incorporation of unhealthy foods and physical pleasure. 
While the balance concept allows for the incorporation of a more humanistic understanding of the 
relationship between food and people into people‘s beliefs about lifestyle, it does so in a controlled way.  
At its core, the balance concept is about control.  When women talked about balance, I sometimes 
envisioned a tightrope with fast-food on one side and fresh vegetables on the other.  Women indicated 
that they were trying to eat their fast-food french-fries and their fresh apples to be emotionally happy 
while simultaneously maintaining a thin, smooth body.  Occasionally a woman would even talk about 
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using healthy foods to negate the effects of unhealthy ones.  As we sat in her favorite café one woman 
said, ―Well, yeah, I‘ll eat these chips, but I‘ll eat the apple too so there is balance.‖  
Out of Control Fat 
For the women I talked to, a person who is out of balance is a person who is overweight.  Excess 
fat was the most common element found in women‘s drawings of CVD risk, but women‘s ideal form was 
not just a thin body.  It was a smooth one.  Woman wanted smooth bodies because they saw fat as 
something different than other types of tissue.  When women described the perfect body it was sleek, 
slender, and tight.  Fat is out of control.  It is lumpy and makes a body lumpy.  A woman who began to 
exercise a few months before we met and subsequently lost several pounds said,  
On this one you‘d see lumps. And I still have bumps in here. These are like cellulite, yeah. Now 
a man being obese, and my husband probably has a good 30 pounds in his belly, I hate to say it, 
but it‘s like he‘s pregnant because he has nothing here [points to legs], but all this is cellulite. It 
is fat just hanging [points to belly]. So that‘s where I‘m seeing that fat on me and that‘s the 
same thing here [points to thighs], but you know what? Losing that weight from that elliptical, it 
is flat. It‘s smooth. 
 
Interviewed women described fat as an ugly, disgusting substance that stuck together in blobs, 
lumps, and clumps.  It stopped the body from working properly and caused physical weakness.  The 
woman who drew Figure 4 explained, 
So I think you‘d see the bone and I don‘t think it would be very strong.  Like I don‘t think the 
bone itself would be very strong and I think you‘d see a little bit of muscle there, but then like 
layers and layers and layers of fat before you got to the skin. And I think the fat would look like 
Crisco, but more like gelatin Crisco. Not as greasy. I think that it would be very, it would look 
like chicken fat. 
Figure 4 
Cross Section of an Obese Person’s Leg 
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Fat is also an invader, part of a team of enemy combatants trying to destroy healthy body tissue.  
Another woman explained, ―Antioxidants eat up free radicals, which, the free radicals are out attacking 
your arteries, trying to make holes so that the fats can come in and invade the different layers of your 
blood vessels creating openings and stuff.‖  Once inside fat clogs arteries the same way that hairballs clog 
drains.  ―Yeah, the arteries are beginning to clog up with fatty material and she is about to have, she may 
have a heart attack if she doesn‘t get to the doctor soon and stop eating so much,‖ Another woman said as 
she drew her picture.  Fat went into places it did not belong and made it harder for the body to work: 
―Blobs of fat throughout, and the heart working really, really hard, stressed out from working so hard 
because of all the fat.‖   
The media showed images of thin, smooth bodies and identified them as beautiful, homogenizing 
and normalizing a single physical form.  Women in the study compared themselves to and tried to imitate 
the bodies they saw in the media and then used these images to judge the bodies of others.  As they did 
this, the body became ―a symbol for the emotional, moral, or spiritual state of the individual‖ (Bordo 
1993: 193).  Women saw a person with too much fat as a person who was out of control.  For these 
women, the body represented a person‘s inner being.  Excess weight was a moral failing particularly 
among the lower classes who were identified as lazy, indulgent, undisciplined, and unable to conform 
(Bordo 1993: 195).  As she drew, one woman explained, ―I‘m drawing this person because she is obese.  
She eats a lot of greasy foods, a lot of fattening food.  She is out of control.  Her eating habits are out of 
control‖ (Figure 5).  
Figure 5 
An Out-of-Control Body 
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The statistical association between excess body weight and CVD legitimated women‘s beliefs.  
Being overweight was not the same as being tall or short, having big feet or small hands.  It was a 
representation of individual health.  CVD was also the primary disease women associated with being 
overweight.  Interviewed women indicated that they often thought of CVD risk and being overweight as 
synonymous. One woman explained this while she drew her picture (Figure 6). 
He [her father] did happen to die from liver cancer that probably came from the prostate, but I 
always expected him to have a heart attack because there were plenty of heart problems in his 
family and I just couldn‘t imagine how he could be that fat and not have a heart attack. And 
then my mother‘s mother was a very short little person, and years later I saw pictures of her 
when she was thin and she was absolutely gorgeous, but as I knew her she was always this little, 
little, tiny, round, fat person. Definitely not pretty. Didn‘t mean she didn‘t love me, but you 
know it was not, and she died of a heart attack. And when I think of that well, she was just in 
her sixties. And so I guess even though I‘m struggling with weight myself, and probably always 
have, I associate fat with heart disease. 
 
Figure 6 
An Out-of-Control Diseased Body 
 
Very few women questioned the association between fat and CVD risk.  Those who did knew 
someone who experienced the disease without being overweight.  Because of this, women believed that 
someone who was thin could also develop the disease, but it was because they had a bad diet or because 
of other bad behaviors.  Only one woman questioned whether excess weight was always associated with 
CVD.  She was the only obese woman with health insurance ranked as very good or higher (Table 2).  
When asked if a medical professional ever talked to her about CVD, she said, 
No, I think that has a lot to do though with my, even though I‘m overweight and would be 
considered morbidly obese, I have extremely good blood pressure. I have extremely good 
cholesterol, good and bad.  I mean they are both in good shape. My doctor used to say I was 
probably one of the healthiest obese people you‘d ever meet and he‘d always be like, there 
should be more things wrong with you besides your back.   
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 Even as she refuted the idea that her excess weight increased her risk for disease, she indicated 
that she believed excess weight caused disease in others.  She felt that obese children were particularly at 
risk.  When I asked her to draw a picture of an at-risk person she looked at the paper in front of her and 
explained without touching it, ―I think of even small children especially the obese children and the way 
the diabetes, the issues with diabetes, weight and how that‘s affecting our children.‖  As we talked about 
specific types of CVD risk, she recognized that her thoughts and experiences were contradictory and 
acknowledged there was a socially ascribed bias against fat people, 
This is a prejudicial concept with it because I myself being obese think it‘s interesting I would 
sit there and do this, but I think of laziness and the unwillingness to lose weight. And that is not 
always the case. 
 
In the past, people were considered responsible for disease because they were weak.  AIDS 
introduced a more direct kind of responsibility for disease development.  People with AIDS were ill 
because they indulged in dangerous, disgusting, debaucherous behaviors (Sontag 1997: 232).  Women 
continued to talk about CVD and overweight as matters of personal weakness, but they also talked about 
them more harshly.  They were not just a result of individual bad behaviors, but they were contagious.  
Individuals ―caught‖ fatness from the people in their social circle.  A woman with excellent access to care 
and a moderately high household income told me about her sister who lost and then gained back several 
pounds, 
She lost a person. I mean an entire person and then she called me. She was complaining to me 
about it because she didn‘t like where she was at again, and I said, ―Well you chose to start 
eating that way because you were hanging around with friends who did and out drinking with 
them and you just started, started all those bad habits right back up again. You can stop. Take a 
choice.‖ 
 
 According to another woman, 
 
People eat what their friends eat. They do what they do, so if their friends are going to go out 
and eat like eat at Old Chicago or something and have all that heavy food then they‘re going to 
go out and eat all that heavy food and if their friends are going to smoke while they‘re out 
drinking a beer then they‘re going to smoke and have a beer too because that‘s what people do. 
They do what their friends do. 
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Other women said fat spreads through families.  Part of this was a result of genetics, but 
transmission was also caused by people learning their health habits from their parents.  If someone‘s 
parents did not exercise and ate poorly when the person was a child, then they would fail to exercise and 
would eat poorly when they grow up.  Women often emphasized their parents past health consciousness 
and how this influenced them.  While talking about where her health knowledge came from, one woman 
explained, 
My mom being a nurse we, oh my gosh, we ate very healthy. There was no chocolate. There 
was no, you know I was a fat kid. I was a carb junkie, but we didn‘t have cookies and cakes and 
chocolates. That was not in the house at all. No soda, the occasional ginger ale on Sunday. 
Otherwise it was just no soda, so a lot of it for me is just what I‘ve picked up. 
 
 Women who said they had lost weight talked about how they changed their habits and overcame 
what their parents taught them.  One who lost over forty pounds the year before we met said, 
We couldn‘t afford a lot of fresh vegetables and stuff, so we didn‘t learn how to cook and how 
to eat. We just ate because that‘s what filled us up. And like now if I would have ate properly, 
you know, and a lot of my problems, my health problems, they wouldn‘t be as bad. I‘m not 
saying they wouldn‘t be there, but they wouldn‘t be as bad with the diabetes.   
 
Sinful, Evil, and Addictive Diets 
 
Mary Douglas (1992: 7) compared the modern social use of disease risk to past social use of sin.  
Among women who participated in this research, the behaviors that caused CVD were not just risky.  
They were sinful.  While most of the behaviors women identified as sinful were things that they also 
believed hurt other people, such as smoking and drinking, being overweight was also sinful.  It is difficult 
to determine exactly when body fat was first associated with sin in Western society.  Among Christians, 
being overweight is associated with two of the seven deadly sins, sloth and gluttony.  In the US, the belief 
that individuals are morally obligated to maintain their health and thus an appropriate weight for good 
health is at least as old as the Puritans, who identified earthly pleasures like the foods now identified as 
unhealthy as forms of vice.  They also saw most disease as a consequence of violating physiological laws.  
Maintaining laws was a matter of duty (Eng 2000).  
When interviewed women used the word fat as an adjective for other people, it was almost 
always in a pejorative way that indicated the person was responsible for excess weight.  Even overweight 
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women often spoke about fat in negative ways.  Although women never used the words sloth and 
gluttony, it was clear that fat continued to represent both of these sins.  Contemporary words and phrases 
that are synonymous with these older terms were often used, and included identifiers such as lazy and out 
of control.  One woman said, ―She just sits around all the time and does nothing. That‘s why she‘s fat.‖  
Another woman concurred that being overweight was a direct result of laziness.  As she drew she said,  
This is a sedentary person who sits on their rear end and so they are fat.  These are people who 
are diminished. I mean really diminished. I mean these aren‘t morbidly obese people.  They 
need to lose fifteen to thirty pounds and their lives would change, so they need to lose weight.  
  
The woman who drew Figure 7 struggled with her weight but still said, 
It‘s an obese woman in a wheelchair. I don‘t know if she‘s old or young; [she] just kind of let 
herself go. She‘s probably in a wheelchair because that‘s what separates me from her. I really 
was thinking of my husband‘s grandma. She just doesn‘t, she‘s like sixty-eight and just doesn‘t 
get up. I put her in wheelchair. The wheelchair being more symbolic I guess of a, she‘d 
probably be on a couch in front of a TV or something. Really I‘m thinking someone who is not 
taking care of herself, not getting up, not moving. The wheelchair kind of being symbolic of 
that I guess. What it would really be, like really you‘d probably see her just around the house 
not doing much. 
 
Figure 7 
An Obese Woman Whose Laziness is like a Wheelchair 
 
 
 
The women in this study believed that people who were overweight not only ate too much but ate 
the wrong things.  The kinds of foods they identified as healthy or unhealthy vary based on where women 
fell on the socioeconomic spectrum, although general categories of good and bad foods were the same.  
All women identified some foods as evil.  These were foods that were likely to tempt them to ―sin,‖ such 
as sugar, salt, and fat.  Women at the top of the social spectrum were the most rigid about diet and were 
more judgmental about even the occasional variance.  Through their interactions with other women from 
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different parts of the social spectrum, they realized their views were seen as extreme.  Such recognition 
was always followed by a statement that validated their beliefs and indicated a sort of tolerance or pity for 
those who failed to give the same level of importance to their health.  ―My secretary thought I was crazy,‖ 
one woman said as she explained her diet, which was prescribed to her by a personal nutritionist.  ―I eat 
steamed broccoli at ten in the morning and she used to look at me like, how can you eat that at ten in the 
morning, but I said to her one day, ‗This is what my body needs so it can give me optimum performance.‘  
It is too bad everyone can‘t see Dave [her nutritionist].‖  After we talked for a while, the one obese 
woman from the top of the spectrum confessed that she indulged in bad foods at night, in secret when her 
husband and son were in bed, indicative that this behavior was sinful.  
That this woman ate bad foods in secret reflects another metaphor women used when they talked 
about fattening foods.  They often referred to these foods as drugs.  For example, women talked about the 
addictive nature of carbohydrates and referred to themselves as ―carb junkies.‖  One woman told me she 
was overweight because chocolate was her drug of choice.  When women referred to food as a drug, it 
implied that the people who ate these foods, particularly people who were overweight, were drug addicts. 
I think sugar is addictive. I think sugar is the worst addiction on the planet, worse than any drug, 
worse than anything because it‘s just, well, you know it is subsidized by the government overtly 
and nothing is ever studied. And no studies are ever released that indicate what it does to you. 
 
 The association between body fat and food addiction is complex but always relates to control.  On 
one hand, drug addicts bear the weight of terrible a stigma in US society where they are largely seen as 
responsible for their condition.  Many people believe addicts choose whether to take a drug and are thus 
in control of their behavior.  On the other hand, the addition of drug addiction to the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) and development of organizations like the American 
Society for Addiction Medicine are changing the way people perceive addiction.  The idea that it is a 
disease of the brain and that people really cannot control it is becoming more prevalent (see Volkow 2008 
for a short discussion of this phenomenon).  It was often difficult to disentangle whether women wanted 
to let themselves or others off the hook when they referred to food as an addiction or if they placed the 
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same stigma on overweight people that they placed on drug addicts.  It is likely both ideas came into play 
when women talked about food as a drug, sometimes simultaneously.       
With the exception of smoking, which in terms of health sins and addictions was identified as the 
worst behavior imaginable, even worse than using heroin in the words of one informant, eating fast-food 
was the most common element in women‘s drawings (Figure 8).  Participants from the top and middle of 
the socioeconomic spectrum were especially critical when people fed their children fast-food (Table 2).  
One woman said, 
I heard one of the, this is kind of going back to Happy Meals and proper feeding of children and 
not everybody is doing that to their kids, but um eating a Happy Meal is equivalent on your 
vascular system to smoking a pack of cigarettes. So I mean giving your kids a happy meal from 
McDonald‘s with Chicken McNuggets and fries and a soda is basically sitting down and saying 
―Here, Honey, have a pack of cigarettes.‖ So if that doesn‘t make a parent feel bad, I don‘t 
know what would.  
 
Figure 8 
A Man at Risk Because He Eats McDonald’s  
(note the little M on the french-fry bag) 
 
News stories about scientific research helped validate women‘s beliefs about fast-food.  For 
example, one story reported the results of a Center for Science and the Public Interest study that looked at 
the nutritional quality of meals at several major restaurants like KFC, McDonald‘s, Taco Bell, Jack in the 
Box, Burger King, and Wendy‘s (Chapman 2008d).  The reporter said that out of 1,400 food choices 
looked at by researchers, 93 percent exceeded 430 calories, the recommended amount in a meal for a 
child between the ages of four and eight.  The reporter added that obesity rates had tripled among children 
over the past few years and emphasized that the majority of kid‘s meals had too many calories.  He ended 
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with the statement that of all the restaurants considered, Subway had the best options.  When women 
identified healthy fast-food, it was always Subway.  But Subway was only as healthy as what people 
ordered.  Watching women order confirmed that many of those who said it was a healthy option ate 
sandwiches off of the unhealthy side of the menu.  A six-inch Big Philly Cheesesteak has 520 calories and 
nine grams of saturated fat without adding anything to it (see: www.subway.com).  Comparatively, a 
Quarter Pounder with Cheese from McDonald‘s, the restaurant most often identified as bad, has 510 
calories and twelve grams of saturated fat.  If the cheese is removed, so are 100 calories and five grams of 
saturated fat (www.McDonald‘s.com).  
Fat People are Poor, Lazy, and Stupid 
None of the women suggested that parents fed children poorly on purpose.  Instead they indicated 
that bad diets were due to parent laziness, lack of fiscal resources, or limited knowledge.  Two of the 
interviewed women with high incomes explained that if parents could not afford to feed their children 
properly, their children should be taken away (Table 2).  One of them worked for a national nonprofit 
agency that assisted low-income families with young children.  The other told me, ―Will you abort a fetus 
whose going to have heart disease?  I don‘t really think that‘s the issue.  I think that sometimes it‘s 
happily planned and there are ways to protect the child.  If you can‘t afford this child and the ways that 
you should feed it then maybe we have to put it up for adoption.‖    
Women with low incomes knew that fast-food was bad for their family‘s health but did not see it 
as something that required intervention from children and family services.  One of the women from the 
bottom talked at length about how she tried to improve her family‘s health, even going to a nutritionist 
that was paid for by the state because her obese daughter was on Medicaid.  She explained that it was too 
hard because of time and expense: ―I try to incorporate it [health education], but once again it is very, for 
me in my position, it‘s cheaper, quicker, and easier to run up to McDonald‘s and get some cheeseburgers 
and bring them home than it is to go to the store and buy some fruit, buy some vegetables.‖   
 Women also said that people were not fat just because they were lazy or poor.  People were fat 
because they were uneducated.  The women who said this were not uneducated but were college 
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graduates with incomes that began in the $80,000 to $100,000 range (Table 2).  These women equated fat 
with ignorance, often using ignorance as a way to ameliorate the sinful behaviors that caused excess 
weight.  If people did not know any better, then they could not help themselves.  One woman put it this 
way,  
I think they, I mean, you know, poor people really, I think they just don‘t have the knowledge 
they need. They‘re ignorant. I mean for whatever reason they just didn‘t have the upbringing. 
We didn‘t have a lot of money. My mom had to work when most moms didn‘t, but she was 
educated, you know, she went to college, and she made that extra effort. All of our food was 
fresh and from scratch. It‘s about time, money, and education.  It‘s about knowledge because 
knowledge empowers you to make decisions whether they are good or bad, at least you 
understand the difference. You know what is the difference between me having that bag of 
potato chips or eating that apple at lunch time? I mean yeah maybe today I‘m stressed and will 
eat the chips. I need the salt. It is a little comfort food I suppose but recognizing that the apple is 
much better for me and you know really will make me feel better by the end of the day versus 
all the salt and fat in the chips. You know, knowledge just gives you the opportunity to make 
better decisions. 
  Poor, overweight women indicated they resented the implication they were fat because they were 
uneducated.  This was especially true of women more centrally located in the income and education 
ranges (Table 2).  In nutrition classes, poor women rolled their eyes at the backs of public health 
educators or made disparaging comments after classes were over.  Almost all of them worked hard during 
interviews to present themselves as knowledgeable about what foods were healthy and how often they 
should engage in physical activity.  They explained that they knew what to do but either choose not to do 
it or could not because they did not have the necessary resources.  Once poor, less-educated women grew 
comfortable in our discussions, they began to ask for information about nutrition.    
Women used ignorance to ameliorate sinful behavior, but self-education about nutrition and 
physical activity was also thought to be an individual responsibility.  Many women with moderate to high 
incomes presented themselves as very knowledgeable about health (Table 2).  At the same time, they 
sought out new health information but preferred information they could easily understand and that fit 
within what they already knew about how the body worked.  Information that validated their existing 
behaviors was preferred.  Information that called into question their existing beliefs about the body was 
rejected.  Women would hear something they did not like and start to talk about how health information 
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was always changing and therefore hard to trust.  They would hear something they liked, such as that 
chocolate was good for them, and talk about why they believed it was true.    
The Politics of Exclusion 
Overweight women worried that people thought they were stupid because they could not control 
their weight.  They made an effort to ensure that others knew they understood what was and was not good 
for their bodies.  They also emphasized their education even if it was only a year in college or a 
certification through a technical program.  The single woman with a master‘s degree and a forgotten body 
brought up her degree repeatedly.  For the women interviewed, education was important.  In the US 
education is a marker of social class and status (Grubb and Lazerson 2004: 3, 14).       
Bourdieu identified higher education as a form of cultural capital.  In the US, higher education is 
also a form of symbolic capital because the better educated someone is the more people see them as likely 
to achieve a higher social class.  In the US, reserve capital, or markers that indicate the potential for 
upward mobility, are as important as actual capital.  This is because of the importance placed on the 
Horatio Alger myth, or that anyone can raise themselves up through hard work and, after the 1950s, 
education.  An idealized body form is also a type of reserve capital because it indicates a person is likely 
well educated.  It also shows that they are in control of themselves and have the ability to self-manage, a 
necessary skill if they are to manage others in their employment (Bordo 1993: 190-192).  In a time when 
the social positions of most people are on the decline, real and perceived markers of social status become 
even more salient.  Fat, on the other hand, indicates a person does not have the discipline to achieve 
upward mobility (ibid: 195).  In the words of one public health nutrition educator, ―Fat is un-American.‖ 
 For the women in the research, marriage was also a marker of social status and class. In terms of 
access to health insurance and income, it was real capital in that the women with the best health insurance 
and the highest incomes were women who were married.  Women with the best coverage also 
predominantly received their insurance through their husband‘s employer.  Sered and Fernandopulle 
(2006: 57-59) noted a similar relationship between marriage, health insurance, and poverty.  Married 
women, particularly over the age of thirty-five, had greater access to resources and, as openly discussed 
 
99 
by one divorced woman, more social respect than women without husbands.  Because physical 
appearance is an important element of attraction, something often thought necessary for finding a spouse, 
the need to find and keep a husband is another area where a woman‘s body form becomes important.     
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Chapter 5 --The Cultivated Body 
 
An episode of the Oprah Winfrey show that was shown on January 15, 2009, to coincide with an 
article published in O magazine, began with Oprah addressing the camera, "You feel flat and you feel 
tired, you haven't had a good night's sleep in two years, just going through the motions, trying to get 
through the day.  You feel like your life force is being sucked out of you."  Her smile broadened.  She 
continued, ―We‘re opening a national conversation about hormone replacement therapy.  This is about 
your hormones being out of whack, and you don‘t even know.  We haven‘t had a language to talk about it 
yet.‖  She assured the audience that the topic was relevant to women of all ages because, ―if you‘re a 
woman who‘s planning to live past the age of thirty-five, at some point you‘re going to face hormone 
imbalance.  All women need to be armed with this information.‖  Oprah introduced her special guest, 
Robin McGraw, wife of TV personality Dr. Phil, who listed several problems associated with her 
hormone imbalance.  ―It didn‘t come because of menopause.  It actually started long before I was in the 
menopause phase of my life.‖ 
Robin was on the show to advertise her new book, What’s Age Got to Do with It. She told Oprah 
she was like many mothers making her family the priority, not really taking care of herself.  She told the 
camera, "It was through my mother's untimely death and raising my boys that I started to think, Wait a 
minute, I love my children, so I need to take care of their mother."  Robin went to her doctor who said she 
was in menopause and wrote a prescription for hormones.  Robin was uncomfortable taking the 
medication.  As Oprah‘s website explained, ―Instead of blindly following her doctor's advice, Robin 
decided to take control of her body‖ (Oprah.com 2010: on-line).  The show continued with the addition of 
a doctor who specialized in hormone health and several women in menopause and peri-menopause.  The 
women complained of several problems from decreased libido and hot flashes to feeling sick, having a 
bad attitude, or feeling exhausted.  The doctor discussed what hormones were and how they worked 
inside the body.  She reviewed the history of hormone replacement therapy and the differences in types of 
hormones, particularly hormones that were natural versus synthetic.  Robin told the audience that with the 
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addition of hormones she felt the healthiest she had ever felt.  The doctor told the women in the studio 
audience that the wisdom of menopause was ―being in the driver‘s seat‖ and ―taking charge of your 
health.‖    
 On January 22, 2009, Oprah had a follow-up show with guest Suzanne Summers.  A doctor from 
the previous show came on briefly to warn the audience that Summers claims in her advocacy of hormone 
therapy were not scientific and that she was not a medical doctor.  His image disappeared from the screen 
as several women appeared and began to tell Suzanne about their troubles with menopause or peri-
menopause.  As the show progressed, Suzanne invited Oprah‘s camera into her home where she explained 
her routine.  She said that her schedule included a daily estrogen cream that she applied to her left arm, 
another cream with progesterone that went on her right arm for two weeks out of each month, and a daily 
vaginal injection of estriol, another type of estrogen.  On top of these hormones, Suzanne took sixty 
dietary supplements, controlled her diet with organic vegetables grown in her garden, and exercised.      
 Another doctor appeared to remind women that all hormones had some danger of side effects.  
The doctor reminded them they should work with their doctor and that the FDA said women should only 
take the lowest dosage of hormones possible for the least amount of time possible if medically necessary.  
Suzanne agreed and said that women must be smart in how they take hormones and just replaced what the 
body should be making naturally.  A woman put on hormones during the first episode came on and said 
that she already felt better than ever.  Suzanne told everyone that hormone therapy was about women 
living happy lives and was a matter of choice.  
Introduction 
  
Bourdieu (1984) explained that as a modifiable entity affected by its environment, the physical 
body was a symbol of social position as well as a way to restrict people‘s ability to achieve higher status.  
Different classes develop distinct body types based on their access to resources and the activities they 
must engage in as part of their daily lives.  People recognize that certain body types correspond to 
different social positions.  This gives the body its symbolic value and means that how people manage 
their bodies can directly affect their ability to establish and maintain a position in the social hierarchy.  
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The symbolic nature of the body means that certain body types, which include mannerisms and dress, are 
incorporated into people‘s sense of self.  The need to express who one is and the ability of appearance to 
affect social position leads many to turn their bodies into projects (Schilling 2003: 112).   
This chapter explores how women attempt to cultivate their bodies.  The women in this chapter 
used diet, exercise, health care, and health products as a means to maintain their youthful appearance and 
to try to stay thin, healthy, and in control of their bodies.  The discussion begins with a case study of a 
woman who used more care than most but whose attitude was representative of the others in her group in 
terms of body cultivation.  Excluding income and education, she was also similar demographically to the 
women presented in the case studies that open the next three chapters (e.g., age, marital status, number of 
children).  A demographic profile of the women in this group follows and then an exploration of their diet 
and exercise habits.  This is followed by discussion of how these women use health care and what they 
expect from their health care providers.  It reviews women‘s attitudes toward other‘s lack of health care 
and then places all of the information presented into a larger theoretical construct.   
Jenny 
 
―I‘m their [doctors] customer and they have a highly specialized service that I am purchasing 
whether the insurance is paying for part of it, and they are working very hard to have systems in place that 
are customer friendly,‖ Jenny explained as she leaned back in the cushioned booth of a small 
neighborhood café and sipped her imported Hazelnut blend coffee.  She was tall and lean, with an athletic 
body that seemed to bristle with pent up energy.  She had blond, shoulder length hair.  Her white skin was 
nearly flawless with the exception of a few small lines that feathered out from the corners of her eyes. A 
slight tan brightened her already white smile. In faded jeans with a cream colored sweater, she looked 
much younger than her fifty-odd years. ―I‘ve had really good experiences because if I don‘t, I go find 
somebody else because I want a customer experience.  I‘m a customer putting my hard earned money 
down for their specialty, and I want their undivided attention.‖   
 As far as she remembers, Jenny always had health insurance and never went without care. A 
divorced corporate executive with two teenaged children, Jenny treated her health care in the same way 
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she treated most things. ―I just like to be in control of my own health,‖ she explained.  The premium for 
her employer-based family medical/dental plan was $10 a month.  She paid an additional $15 copayment 
to see a primary care physician, $30 to see a specialist, and $100 to visit the emergency room.  Her policy 
had a $1,500 individual or $3,000 family deductible for major medical, but her copayments and 
deductibles were easy for her to afford on her $300,000 a year salary. 
Jenny did not have a primary care physician per se but saw an internist as her primary provider 
because she felt that a normal primary care doctor was not savvy enough to meet the needs of a woman 
her age.  Her internist was not aware that she sought additional care from a variety of other specialists that 
included a dermatologist, podiatrist, ophthalmologist, a physician focused on hormonal health and 
longevity, and acupuncturist.  Because she lacked primary care, she called what she received 
―compartmentalized care,‖ proud that she knew the needs of her body and was able to manage the 
providers and appointments required to stay in optimum health.  Jenny did not consider herself a sick 
person, nor did she think her list of providers was a particularly long one. ―I‘m not an over user of health 
care, but I know what I need and I don‘t think anybody else knows that as well as I do.‖  
Although she had not worked on the medical side of care for more than two decades, Jenny was 
trained as a nurse and had more medical knowledge than most of the other interviewed women.  When I 
asked about health risk she said, ―I worked on the clinical side. I was in critical care. I get it more than 
most.‖  When I asked what put someone at risk for CVD, she quickly told me excess weight, stress, and a 
sedentary lifestyle.  She thought about it for another minute and added outlook on life, diet, co-
morbidities like diabetes, and social isolation.  Finally she said there were genetic factors too, but these 
were things people could control by controlling their diet and exercise habits and were thus the least 
important cause of the disease.  
Jenny said that she was a woman in control of her health because she worked hard to maintain 
control of it.  Besides regular visits to her medical providers, she was on a complicated supplement 
regimen. She said she was ―a big believer in supplements,‖ although she did not care for pills.  She was 
able to find Juice Plus, a vitamin that provided the same level of nutrients as ingestion of seven to thirteen 
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fruits or vegetables, in gummy form.  She took one gummy each day along with Core-Mega, a packet of 
fish oil she squeezed into her mouth.  On top of these she took a 5,000 mg tablet of vitamin D3 to help her 
body absorb a daily Viactive soft chew calcium supplement.  She also took an herb called Stress Palm 
that kept her calm.  She purchased her supplements either from a medical provider or from a friend who 
was a ―rep‖ in the business.  She lamented that it was sometimes hard to remember to take everything and 
said, ―Do I do all of this all the time?  No, but I‘m die hard on this stuff and this.  I‘m getting better at it.  
It‘s a process.‖  
Jenny also had a vigorous workout schedule.  She did Pilates twice a week and weight training 
with her personal trainer twice a week.  Her trainer designed a special diet for her that included several 
small meals a day that were a proper balance of carbohydrates, proteins and fats.  Jenny said the way to 
achieve health and control over CVD risk was through balance across ―life‘s many levels.‖  One must 
balance foods, hormones, and lifestyle.  Lifestyle included making sure there was enough time with 
family and friends as well as time devoted to the self.  Over the past year she began to focus her energy 
on her trainer‘s diet and said that because of it she decreased her core body fat. She was proud but 
laughed and said she would not give up her evening glass of white wine.  It, too, was part of balance 
because she said, ―life is too short.‖    
Cultivated Bodies  
Jenny was unique because she was at the top of the income spectrum and used more care than 
most people, but her desire to control her health combined with her low premium, low copayments and 
deductible, and high household income were all common among the eleven women who fell into the 
cultivated group (Table 6).  All were enrolled in large group health insurance plans.  The five women with 
the best coverage received their health insurance through the federal government.  The other six received 
their plans from large corporations.  Seven of the eleven women were covered by their husband‘s plans. 
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Table 6 – Demographic Information for Women with Cultivated Bodies 
 Income Level Age Married  
# in 
Household Occupation Education Race 
10,001 - 20,000 39 Yes 6 Substitute Teacher 4 year degree White 
40,001 - 60,000 31 No 1 Marketing/Sales 4 year degree White 
60,001 - 80,000 31 Yes 3 Administrative Assistant Some College White 
80,001 - 100,000 67 Yes 2 Office Support Staff 4 year degree White 
80,001 - 100,000 56 Yes 3 Homemaker & Volunteer Graduate School Latina 
80,001 - 100,000 43 No 1 Architect Graduate School Black 
80,001 - 100,000 39 Yes 3 Services Liaison 4 year degree White 
100,000 - 150,000 47 Yes 6 Home Health Aide/Homemaker 4 year degree Latina 
150,001 - 200,000 42 Yes 5 Computer Engineer 4 year degree White 
150,001 - 200,000 58 No 1 Office Administrator Some Grad School White 
300,001 - 400,000 55 No 2 Executive Graduate School White 
 
With the exception of one woman who nearly completed her Bachelor‘s degree, all of these 
women had four-year degrees and three had at least one master‘s degree.  The woman who was the 
exception had a husband with a graduate degree.  The oldest of the women was sixty-seven years old; the 
youngest was thirty-one.  Annual household incomes fell between $40,000 and $400,000, but most (nine) 
women reported that their families made between $80,000 and $100,000.  One woman, the sixty-seven 
year old, had a personal history of lung and breast cancer, but otherwise preexisting conditions were 
nearly nonexistent and were limited to things such as high cholesterol.  One woman was obese and one 
was overweight.  All but three, an Ivy League educated architect, a stay-at-home mom, and a home health 
aide/stay-at-home mom, were white.  The architect was black; the stay-at-home mom and home health 
aide/stay-at-home mom were Latina.  Seven of the women were married and all seven received their 
health insurance coverage through their husband.  One woman, a white, college educated thirty-nine year 
old, who recently lost her job with the county and became a substitute teacher, said she married a man in 
another state she rarely saw, so she could access his benefits for herself and her four children.   
Women with cultivated bodies often had the best health insurance plan their employer, or 
husband‘s employer, offered.  While most women could choose a less inclusive plan for less money, 
premiums were reasonable and hovered around $100 per month per person.  Premium cost was not an 
issue for the women in this group.  All of these women also had dental and vision coverage.  None ever 
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had to pay a percentage of medical bills after they paid their copayment and deductible.  These women 
paid the least but also had the most options available in terms of care.  All could see a specialist whenever 
they wanted without a referral.  All had access to at least some nontraditional providers such as 
chiropractors.  Some had access to special services such as twenty-four-hour on-call medical personnel to 
answer routine care questions. 
Body Cultivation  
Only one woman with a cultivated body was overweight, only one was obese.  Like their access 
to medical providers, women in the cultivated group had little that constrained their access to food and 
ability to exercise.  Most worked and said they were able to pay for help with household duties, 
something they justified because their time was worth more than what they paid for the assistance.  Many 
of these women told me they had no trouble with cooking or food preparation and that they learned their 
skills from their parents, but it was not clear if they truly had skills or simply the ability to pay someone 
else who had the skills they lacked. The two stay-at-home moms talked about cooking in a variety of 
ways and had a large assortment of gadgets in their kitchens.  Others discussed meal preparation services 
that took fresh ingredients and combined them or allowed women to come to their locations and combine 
them to create high-end meals, frozen for later use. Women liked foods from these suppliers because they 
knew what was in the meals and because they could take their children to the preparation locations and 
enjoy a stress-free, family-oriented experience that was, ―no fuss, no muss, and no mess.‖ All of the 
women went to the grocery store at least once a week or had their groceries delivered as often.  
Women in this group rejected mass-produced frozen foods due to their additives.  They preferred 
foods that were natural.  They categorized vitamin supplements with natural foods because they saw them 
as a crystallization of the good things that were found in foods, and whole foods, which were whole 
grains as well as unaltered fruits, vegetables, and lean meats.  As I talked to them, I repeatedly heard them 
say that the closer something was to coming out of the ground, the better it was for a person‘s health.   
These women preferred organics due to the perceived chemical contamination of regular items and 
rejected foods with chemical additives from high fructose corn syrup and hydrogenated oils to 
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preservatives and hormones. They not only read labels but made an effort to shop at the grocery store‘s 
periphery where fresh items were found. They sometimes purchased foods from upscale grocery stores or 
local delicatessens that also used fresh or organic items. These women also tried to avoid foods they said 
were cooked in bad ways such as foods that were fried, but women admitted they did not always eat this 
way.  They adamantly rejected some foods such as fast-food hamburgers and french-fries.    
These women liked and ate fresh fruits and vegetables, which dominated their diets; diets that 
were designed to improve their health by personal nutritionists or personal trainers. Because they had one-
on-one assistance with their food, they did not attend nutrition classes. Some basic health information was 
offered at cocktail events designed to elicit contributions for a new community health campaign and 
another to solicit the services of a new health care center, but women indicated they already knew the 
information that was offered. Women in this group rejected canned fruits and vegetables as processed 
mush with no nutrients and too much sodium or sugar. They also found frozen produce suspect due to the 
freezing process and how it was grown.  Women followed strict, specific vitamin regimens and took 
supplements that were supplied by their health care providers or vitamin representatives and sometimes 
attended parties where vitamins were sampled and sold.      
As mentioned above, women in this group had personal trainers.  Three hired their trainers 
independently, but it was more common for trainers to be affiliated with a gym where women had a 
membership.  Women could book appointments through the front desk.  Among the women who saw a 
trainer, how often they did so depended on their level of commitment to physical fitness.  The least 
amount was bi-weekly.  The most frequent was daily, by a marathon runner.  Women in this group often 
set goals associated with physical fitness and their workouts.  The marathon runner‘s goal was to beat her 
own time.  Jenny‘s goal was to hike down the Grand Canyon in the spring with friends.  Women in this 
group exercised because they enjoyed it and because it made them feel good.  Jenny explained, 
That‘s just physiologic. When you‘re exercising you‘re pumping your blood more and getting 
all of your arteries and veins moving. You‘re oxygenating and clearing stuff out of your system. 
If you‘re exercising you‘re probably drinking water. Your whole body works better if you 
exercise and it feels good. I mean the whole endorphin thing of exercise too. I mean it just 
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contributes to your overall sense of wellbeing. You just feel better. You sleep better; all those 
things.  
 
 Women in this group described diet and exercise as a package.  When they talked about diet they 
followed up with information about exercise and vice-versa.  A proper diet and appropriate levels of 
physical activity were things they did together to keep their bodies healthy.  For three of the women, 
exercise was more important than a good diet because a good diet would follow.  The rest of the women 
did not differentiate one as more important than the other.  One woman who did differentiate told me, 
I guess it‘s not true with everybody, but the way I feel when I‘m swimming. I can‘t eat, I can‘t 
have a cheeseburger before I get in the pool, nor do I have a desire to have one when I get out of 
the pool. I feel like all that exercise will be undone, but I guess you have to be in the right frame 
of mind because I know people who cycle who drink excessively and they smoke excessively 
and for me I find that bizarre. It‘s counterintuitive. I mean if you cycle and you‘re putting all 
that work in, but people do it and it‘s almost like a test of wills, like I‘m not going to let 
smoking do this to my body or I don‘t know what the psychosis is behind it, but I do think if 
you‘re really committed to exercise you begin to make better food choices. 
 
Health Care Customers 
 
Women in the cultivated group were not patients.  They were ―health care customers.‖  They 
referred to their doctors as service providers for their bodies, in the same way that they referred to their 
mechanics as service providers for their cars.  If the women in this group had a health care experience that 
failed to meet their expectations, they simply found a new provider.  Only one woman in this group had a 
history of serious disease, Rachel, a sixty-seven year old semiretired office worker was a breast and lung 
cancer survivor. Even for Rachel, the most common reason to go to the doctor was for preventive care.  
Women in this group expected their doctors to keep their bodies in optimum condition or to help improve 
their bodies‘ condition.   
   All of the women in this group were enrolled in a preferred provider organization (PPO) 
insurance plan.  All saw at least two providers for unrelated preventive care.  The providers the women 
talked about most often were nutritionists, gynecologists, general practitioners, and dermatologists.  For 
reasons similar to those given by Jenny, three other women in this group saw an internist as their general 
practitioner.  All three were over fifty.   
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With the exception of the marathon runner, whose youth and good physical condition made her 
feel that regular health screenings were unnecessary, all women with cultivated bodies said their standard 
health routines included an annual exam, mammogram, and physical.  More rigorous practices were also 
reported and some women used routine care in unintended ways.  This was usually not to improve 
wellness or increase longevity but to feel more in control of the few diseases they could not prevent.  One 
woman knew health recommendations did not require she receive a yearly mammogram.  She was too 
young, but she had one each year anyway as part of her annual exam because she was terrified of breast 
cancer.  A woman with large breasts, she complained that the exam was painful, but she was afraid that 
the year she did not have it, ―that‘ll be the year I have a lump and don‘t know it.‖ 
Women saw their providers when they wanted to see them.  As customers, they had very specific 
expectations for their doctors.  Specifically, they would not wait long in reception.  Jenny was the most 
vocal about this and said, ―I never wait more than fifteen minutes or so, and I‘ve had really good 
experiences because if I don‘t, I go find somebody else.‖  Erin, a white, thirty-one year old administrative 
assistant, expressed a similar sentiment when she described a former doctor who left her to wait for more 
than half an hour, ―I was like, why am I here. I guess I just really, the attention to my needs weren‘t, it 
just seemed like I was wasting my time waiting.‖   
Providers were also supposed to provide women with a significant level of physical and verbal 
contact in exams.  Exams always lasted at least fifteen minutes but were usually around half an hour.  
Some women told me that they could book longer, extended appointments of up to an hour if needed.  
Jill, a white, thirty-one year old marketing executive, described her last appointment, a thirty minute 
routine exam, this way,  
She comes in.  She washes her hands, which I like.  She sat down in the chair and spoke with 
me, asked me how I was doing, and we talked a little bit about physical health and emotional 
health.  Any concerns or questions I might have.  I usually go in with a list that helps me 
personally and then she‘ll move into the exam. 
 
Those in this group insisted on using the appropriate provider for each type of care that they 
needed.  When they had a skin problem, they saw a dermatologist.  When they had a heart problem, they 
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saw a cardiologist.  Health needs were most often identified by them, not their doctor.  Women told me 
that it was important for them to address each of their health needs in order to achieve their best possible 
body or to achieve what many of them called their optimum health.  They were willing to make sacrifices 
to see better providers.  For example, Anne, a black professional in her early forties who saw a physician-
trained nutritionist bi-weekly for weight loss, told me that she searched for several months to find this 
doctor and that she would continue to see him even if her federal health insurance policy did not cover his 
services.  Similarly, Jenny paid for her hormone health physician out-of-pocket because her health 
insurance provider did not cover this woman‘s services.   
Although when they were unhappy with a provider they found someone better, five of the women 
with cultivated bodies had the same primary physician for more than ten years.  Of the six who had not, 
two changed providers because they had to wait too long in reception.  One had only had her insurance 
for a couple of years; one moved to Kansas City five years before our interview and lamented the loss of 
her previous provider who she had for fifteen years; one lost a twenty year provider only the month before 
our interview when he retired; and the last woman was the marathon runner who explained that she went 
to a clinic located at her work because it was more convenient.  She saw whatever provider was there at 
the time of her appointment. 
Scheduling was the only problem that women in this group continually faced and could not 
overcome even with provider changes.  One woman explained, ―Oh, if you‘re trying to get in for your 
appointments and they‘re like, ‗oh, you got three months out‘ and you‘re like, ‗well I need it now.‘‖  
When I asked if there was anything that prevented her from going to the doctor, Jill said, ―Just waiting on 
appointments but, you know, you call, you get it, you wait. That‘s how it is.‖  I asked how long she 
usually waited and she said, ―I usually make my annual exam appointment sixty to ninety days in 
advance.  If I have an emergent situation, since I‘m in the system, I can just send them an email that I‘m 
having an issue and I can get in to see my doctor right away.‖ 
While required to wait for routine appointments, Jenny also talked about her ability to manipulate 
the system and speed up appointments when necessary.  It took effort, but she felt that sometimes the 
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effort was worth it.  She told me about a time when she was diagnosed with a diseased gallbladder and 
was able to ―work‖ the system so that she could move ahead on the surgery schedule.  
After I called five surgeons to get an appointment they took it out. It was early June. They 
would say, ―Well, he can see you in the beginning of July.‖ I was like, ―You don‘t understand. 
I‘m sicker than a dog and I‘ve got to get this thing out, period end of conversation. I want to see 
him in a week and have it out the next.‖  But you know it wasn‘t like I was an emergency, but I 
was like summer‘s the perfect time. Let‘s get this done. And I was beginning to feel really bad, 
so I called the doc at [hospital name] who had done my friend‘s surgery. I called his receptionist 
told her the situation and asked for help. And I just negotiated and bargained with her until it 
worked out. I got her [the receptionist] to pencil me into the surgery schedule even before I saw 
the doctor. I just manipulated the whole system. When I saw him [the doctor], I told him I was a 
single mom with two kids and an executive job and was sicker than a dog. He went to his 
receptionist and moved people around. He bumped somebody from her spot to another and he 
saw me first thing the next day. You have to manipulate the system to get what you need. 
 
A similar strategy identified for more immediate attention for non-urgent care was to say an issue 
was more serious than it was, or to say there was an emergent issue as well.   
Well they‘ve told me I had to wait, and I‘ve been like, ―you know, I have bronchitis now. In 
three months it is not going to do me any good to come in and see you.‖  The nurse will say, 
―Oh, well then we can get you in this morning at 9 o‘clock,‖ which is fine because once you‘re 
in you‘re in. I‘m like, ―great, thank you.‖ 
 
The women in this group waited for routine appointments but were never afraid that they would 
be turned away from care when they really needed it.  However, some had trouble when they sought 
emergency medicine in the past and because of this did not believe that all hospitals were equal.  They 
were particularly wary of large, urban hospitals that they saw as dirty and overcrowded.  Sometimes they 
were forced to go to one of these hospitals because they required a specialty that was not offered at a 
smaller suburban hospital.  Ellen, a white, forty-two year old computer engineer, told me about the last 
time she sought emergency care.  It was for her son who cracked his tooth on a Sunday afternoon.  The 
on-call dentist told her to take her son to a large, urban hospital that staffed an emergency pediatric 
dentist.  When she arrived, she said the waiting room was full.   
It was hard to find a place to sit because there were so many people. I should have known then 
it was a losing battle, but we stayed four hours in the waiting room and the whole time he won‘t 
eat or talk and has his lip over his tooth.   
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She continued that when her son was seen, it was by the attending physician not the pediatric 
dentist.  The physician took an x-ray and told her there was no problem because the nerve was not 
exposed.  Ellen‘s frustration was palpable.  ―I should have just gone to [Name] hospital or [Name 
Hospital].  We would have gotten the same conclusion and it would have taken half an hour,‖ she said 
listing two of the hospitals that were near her suburban home. 
Kelly was a nurse at one of the hospitals Ellen mentioned as an alternative to the urban hospital 
where she took her son.  Listening to Kelly describe the hospital where she worked, it was clear why 
Ellen was upset about her treatment at the urban hospital.  Ellen was used to being a health care customer.  
Kelly said,      
It caters more the wealthier in [Name] County and they‘re [the hospital] very-very-very acutely 
aware of patient satisfaction and appealing to them [the patients].  Well in [her ward] it‘s not 
anymore about the care it‘s about do you have a hot tub? Do you have my suite looking like the 
Ritz? What‘s the food like?   
 
When I asked her about the quality of the care she laughed at me and said,  
The care is just a given. You better have top quality care. We‘re not even going to discuss that, 
but do you have a new, like, window treatments, new carpeting. Do you have, definitely got to 
have, one of those kinds of TVs? One of those flat screen TVs, you know, refrigerator, just a 
hotel suite type of environment. 
 
While women with cultivated bodies indicated comfort was their primary concern for minor 
injuries, more severe ones required a level of quality that was not always available in the state.  Some 
procedures required specialty hospitals.  With their insurance, these hospitals were also within reach.  
When her son was severely injured in a football accident, Kate, a forty-seven year old, Latina 
homemaker, was forced to use a large, urban hospital for her son‘s immediate care.  As soon as it was 
medically safe to move him she insisted he receive treatment at a hospital that focused on his type of 
injury.  When the city hospital asked if he would stay at their facility, she said she told them, ―Well, no, 
we are going to go to one of the level, one of the ten model centers.  I‘m not sure which we‘re going to go 
to, but we‘re not going to stay here.‖ 
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Those with cultivated bodies choose doctors based on how well they were treated by them and 
based on what services the doctor provided, but they also looked at the number of degrees a doctor had, 
where the doctor went to school, and how long he or she had practiced.  More degrees were better, Ivy 
League schools were more reputable, and women preferred doctors who had been in practice for a few 
years but not so long as to be unfamiliar with new treatment techniques.  Women also used a range of 
alternative or nontraditional therapies and preferred that their alternative care providers were also 
credentialed medical doctors.  For example, Anne liked her nutritionist because he was a doctor.  He sold 
her several different kinds of supplements and herbal diet aids.  When I asked if she thought using these 
was healthy, she scoffed that, of course, the items sold at discount department stores like Wal-Mart were 
not good, but ―For me that‘s a lot more credible with him being an MD.‖   
Women purchased several products from their providers.  They told me they bought vitamins 
from general practitioners, make-up from dermatologists, and Botox injections from gynecologists.  Anne 
found no conflict of interest in her nutritionist selling the products that he recommended. ―Well, he has to 
make money somehow,‖ she explained.  Although keen on the diet aids that he sold and recognizing his 
need for profit, Anne felt under no obligation to purchase products from him alone.  He was there strictly 
to fulfill her consumer needs.  If she could find the items he sold cheaper elsewhere, she would and she 
did use the Internet to purchase the same brand of supplements at a reduced rate.   
Women were not afraid of CVD because it was a disease they could keep at bay with proper diet 
and exercise.  They were afraid of breast cancer.  The doctor at a heart health event for corporate 
executives told his audience that breast cancer was not preventable, only diagnosable.  This came up 
repeatedly among women with cultivated bodies who stressed the importance of early detection.  One of 
the women in this group, whose mother died from breast cancer, said she sometimes considered having an 
elective mastectomy to eliminate her risk, but she could not bring herself to disfigure her body.  She and 
four of the other women in this group were surprised that I was more interested in CVD than breast 
cancer and when I said that CVD kills more women, they were shocked.  Breast cancer terrified them 
because they could not control it.  Women acknowledged that there was an association between genes and 
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CVD but dismissed the association as something a person should know about through family history and 
dealt with using lifestyle modification or brushed it off as superficial.    
Fear of breast cancer was passed down from mothers to daughters.  Just as the woman whose 
mother had it wanted an elective mastectomy to gain control over her body, another woman whose 
grandmother survived breast cancer internalized her grandmother‘s struggle.  After years of stories about 
it, her grandmother‘s medical history became her own.  She told me, ―I have a history of breast cancer‖ 
and went on to say that her grandmother had the disease.  The woman whose mother died from it and the 
woman whose grandmother survived it said they were not interested in having a genetic test to see if they 
were predisposed for the condition.  They already knew that they were because of family history.  Other 
women wanted to know if they were genetically predisposed, as this knowledge made them feel more in 
control.  When they talked about it, they told me that knowledge was power.  Three women said they 
planned to have the test done, already knowing where they would go and how much it would cost.  It was 
not covered by their insurance, which one openly resents.  None were concerned their insurance 
companies might find out the results and alter their coverage.  One of these women was Rachel, who had 
a history of breast cancer.  She wanted to know so she could tell her daughter if she carried the gene.  She 
believed that if she had the gene and her daughter did not, then her daughter was safe from the disease.  If 
she did not have the gene, which was not present in all cases, then her daughter was simply more at risk.    
With the exception of a few conditions like cancer, all of the women in this group believed that 
they were in control of their bodies and worked hard to maintain that control.  When Rachel developed 
breast cancer, it created a great deal of internal conflict.  She repeatedly referred to diseases, even acute, 
easily transmissible ones like the flu, as a result of bad behavior.  She believed that people grew sick 
when they indulged too much or did not take care of themselves.  Their immune systems broke down.  
She told me she was shocked and horrified when she was diagnosed.  It was a complete surprise to her 
even though her mother and sister both had it.  She still could not figure out what she did wrong, but she 
grew even more careful about her behavior.  Still she worried.  If she developed it once when she thought 
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she was in control, it could happen again.  Every time she grew ill, she said she thought it was another 
bout of cancer.  
The breast cancer was discovered after I had a series of three very strong sinus infections, so 
when I look back on it I can see that my immune system was breaking down. So this past fall, 
when I had three viral, bronchial things I did work myself into a tizzy assuming that my 
immune system was breaking down again and it wasn‘t, but I thought it was. 
 
Attitudes about Access 
 
Women with cultivated bodies who told me that they had never gone without health insurance 
appeared unaware of what it was like for those who could not access care.  They were very critical of the 
uninsured and completely unaware of the underinsured.  Rebecca, a married woman in her early sixties 
with a good education and established career in a lucrative field, grew agitated when I asked her about the 
US health care system.  She said,   
I‘m probably pretty prejudice, because I know some people who have made decisions, huge 
decisions in their life and gave up health insurance. One woman decided she couldn‘t afford it 
and quit her job. Went to help her husband with his business, and they went uninsured in their 
fifties and sixties. Granted their kids were out of their health, but this man, they were talking 
about family members giving them money so he could get some healthcare taking care of his 
knee and his back. He was a plumber asking family members, and the kids were saying wait we 
pay 200 dollars a week for child care. We pay this, we pay this and they‘re asking us to help 
take care of Grandpa‘s medical bills. Wait a minute folks. I think a lot of people are making 
decisions. 
We had a gal in here the other day. Age twenty-one, student, six months pregnant, she‘s on 
Healthwave. And I said now that goes off after eight weeks postpartum. ―Well I hope I can find 
a job and get insurance,‖ but she quit a job she had earlier in her adult life after she was 
eighteen where she had health insurance because she didn‘t like the job. Got pneumonia, her 
parents made her go to the hospital, duh. She‘s got an $8,000 medical bill. Why do people quit 
one job before they get another one and drop health insurance? There are some deliberate bad 
decisions being made. That makes me mad. Then she said, ―Well they charged $400 for this test 
at the hospital.‖ Well now if you figure 95 percent of the people that come in with pelvic 
abdominal pain in the hospital get a pregnancy test, if 95 percent of them are like you and don‘t 
pay sure the cost of a pregnancy test is high.  
Rebecca acknowledged there were some people who required assistance paying for health care, 
but as we talked she made it clear that these deserving poor were a very small group that consisted 
primarily of the indigent elderly, small children, and infants.  She wavered on older children, who were 
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not as fragile as babies.  She also blamed their parents for their inability to access care but did not go as 
far as the women who suggested that these children should be removed from their homes because of their 
parent‘s inability to care for them.  Instead, she indicated that the use of government programs was a 
manipulation of the system. 
I would like to strangle the people who are making decisions when they have insurance to go 
uninsured. Really makes me mad. They‘re making those, that group of people over there I‘d like 
to strangle because we are going to be paying for hospital accidents. You‘re going to be paying 
for a whole bunch of stuff, pregnancies. Now you take the other group of people, them I‘m 
willing to take care of, the low income, some of the others, but this gal sat out here. She sat out 
here the other day and said I may not be able to get Healthwave for my child if I make too much 
money so I have to make sure I make less than x amount of dollars. Sat here and she‘s in an 
LPN class, so she‘s not dumb. And sat very naively, very blasé, ―I have to make sure that our 
combined income, if we get married, we know we won‘t be able to get married because our 
combined income will be too much.‖ She doesn‘t want to pay for it. She doesn‘t want it to come 
out of her paycheck. If I have to put…never mind she won‘t have insurance but that‘s no 
problem. She‘s thinking about her kid, so that‘s commendable. So it‘ll cost us a couple hundred 
dollars a month out of her paycheck if she gets a job with health insurance. 
 
Rebecca did not simply blame the uninsured for their predicament.  She blamed them for much of 
the trouble that plagued the US health care system because, since they did not pay for themselves, she 
believed that everyone else, specifically people like her, paid for them in the form of higher medical bills.  
They were not casualties of an unfair system but social predators who took more than their fair share at 
the expense of everyone else.  Consider what Jenny said as we discussed the same question, 
I think there is a certain amount, number of people in our population, the very, very frail elderly 
and the very frail little ones who need that safety-net and the families of those frail little kiddos 
need that safety-net. There are a lot of very wealthy people on Medicare. They can afford health 
care. Medicare shouldn‘t be an entitlement for the wealthy retired. Medicaid shouldn‘t be for 
people who can get up and work for a living. 
 Jenny also believed that a majority of Americans without access to private insurance, those on 
government programs, were unfairly manipulating a system that was designed for people who were much 
less fortunate.  For women who had never gone without, only the entirely helpless disserved assistance.  
In their view, individuals only obtained the right of social support when they were inactive participants in 
society. Women with cultivated bodies who had gone without insurance at some point were more 
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sympathetic toward the uninsured, but even these women viewed a lack of insurance more as a result of 
bad luck than of society‘s structure or the social allocation of resources. Consider that when Ellen was 
asked what she thought of the US health care system she said,   
I think it‘s [people without insurance] a huge problem. It just affects, if somebody has some sort 
of chronic illness it can devastate their family financially.  It is something that we as a country 
need to take care of.  There‘s been a lot of, I don‘t know, it is just really frustrating. 
 
 Sixteen years before our interview Ellen and her family went without insurance for a period of 
three years while she and her husband attended college on the GI bill.  Both were employed immediately 
after graduation by the same large technology corporation, which was where she worked when I met her.  
With their high salaries and the company‘s excellent benefits package, Ellen‘s family has been insured 
since the early 1990s, but she remembered the stress of being uninsured.    
The worst thing I remember, her prescription [Ellen‘s daughter], it was $21 and I just about 
freaked out because I had never paid a prescription before because when I was in service, you 
know, birth control pills, everything you know, they paid for everything. So it was like oh my 
gosh, $21. What are we going to do?  You know it was a huge, and that was sixteen years ago, 
and it was a huge amount of money to me.  Luckily we didn‘t have a car accident or anything 
really bad where we had to be hospitalized or something, but I used to worry that something 
could happen sometimes. When you have a child, a not very old child, it can make you lay up 
nights. You try not to think about it. You put it out of your thoughts, but you still worry.   
 
Ellen could not classify her own family as unworthy of care when they were uninsured, thus she 
did not see health insurance, or the ability to pay for it, as an indication of whether or not someone else 
should receive care.  She also did not view the act of having insurance as an individual responsibility 
because she understood that some people simply could not afford it.  Because of her own experiences, 
Ellen saw that individual choices were relative to the context of one‘s life.  Much like Rebecca‘s nursing 
student, Ellen had quit a job that provided benefits so she could go to school and secure a better future for 
her and her family.  She did not frame that choice as one of giving up health insurance but as a choice of 
whether or not to pursue a potentially life-improving opportunity.   
Health Care Solutions 
Jenny‘s solution to the health care crisis was a complete removal of health insurance from the 
system.  She explained that she did not believe access to care was a human right or that society was 
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responsible for the health of its citizens.  Instead access to care should exist in a free market, where 
people paid a fee for each service they received.  Competition would keep prices low and health care 
would be earned in the same way other services in a capitalist society were earned, by how much 
someone can afford to pay for them.  Jenny was not interested in social solidarity, that this was an 
underlying premise behind health insurance made the entire concept suspect from her perspective.   
When asked about health care solutions, Jenny immediately thought of socialized medicine.  Like 
other women with cultivated bodies, it was something that she adamantly opposed.  She explained, ―I am 
not a big protonate of universal health care.  I am familiar with the Canadian system and familiar with the 
European system because I‘ve worked with hospitals in those countries and we don‘t want that.  Trust me.  
We do not want that in this country.‖  Jenny‘s confidence that she knew and understood how other 
systems worked, or failed to work, was also representative of other women in her group.  Women with 
cultivated bodies frequently referred to a single European system, as opposed to the multiple systems that 
existed within the many countries of the European Union (EU), and believed that they were all socialist 
and provided inadequate, rationed care, particularly for the elderly or seriously ill.  Rachel explained, 
We deal with a lot of vendors, interestingly you know from Canada, and you hear so much 
about their program. Well then you find out, for those that, that it is great if you just have the 
run of the mill stuff, but if you‘ve got something that could be really serious and want to do 
something about it, they all come across the border and come down here and get their care and 
get their tests in the first place to see if what they think they‘ve got is what they got. 
 
 While on Bill Moyer’s Journal, Wendell Potter, a health insurance industry insider who testified 
before Congress, offered one reason for the similarity in women‘s views.  Potter was in charge of 
corporate communications for Cigna and explained that his primary function in that position was to 
discredit industry detractors and paint health insurance companies as a necessity.  Insurance companies 
specifically attacked systems in countries with government run health care.  
The industry has always tried to make Americans think that government-run systems are the 
worst thing that could possibly happen to them, that if you even consider that, you're heading 
down on the slippery slope towards socialism. So they have used scare tactics for years and 
years and years, to keep that from happening (Moyer 2009: 6).  
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Jenny said her primary problem with health care systems that offered universal coverage was that 
they rationed care, something Potter said insurers emphasized in the messages they presented to the 
public.  Jenny was aware that in the US access to care was limited for many people, but the way the 
system benefited her made it difficult for her to fully consider how it hurt others.  Because she thought 
that everyone had equal access to resources, Jenny did not frame her thoughts about US care in the same 
way she framed her thoughts about care in other nations.  She did not see care in the US as rationed, 
however, she recognized there was rationing based on how much money someone paid.  I suspect she was 
afraid she would lose her place at the front of the line if the system was set up differently.  At one point 
she told me, 
People are queuing up for care. It is rationed no matter how you want to say it. It is rationed 
care [in the EU]. I think we need safety-nets. I think, I have a, for the poorest of the poor and for 
the frailest of the frail, but I don‘t think we need a safety-net for every Tom, Dick and Harry.  
 
Jenny believed that people who worked hard had access to care, so people who did not have access 
must not work hard enough.  In the same way, disease was a result of laziness as people failed to cultivate 
their bodies.  Uncultivated bodies needed more care, which was unfair to people like her who worked 
hard to maintain their health.  ―I think that people who smoke and are obese and all those things should 
pay higher premiums. You know if you‘re going to have a lifestyle that is not conducive to health.‖  She 
did not see why she should have to pay for other people‘s laziness or other people‘s health care.   
Rachel was also afraid of how care would be rationed under a government system.  She feared that 
in a government system she would not receive the care she needed to survive.  Rachel was so afraid of 
government health care that she and her husband refused to retire so they would not lose access to their 
health insurance.  They knew that as a government program, Medicare must be substandard.  Rachel told 
me,        
When I turned sixty-five my oncologist had said, ―Now are you on Medicare now?‖ And I said, 
―No I have private insurance.‖  And she said, ―Thank goodness. You have no idea how much 
time I spend trying to talk to them to get them to allow, Medicare, to allow a patient to get the 
care that they need to have as a result it often doesn‘t come as timely as it should and sometimes 
you wonder if it hasn‘t contributed to a worsening of the situation.‖ 
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Women similarly indicated that they thought Medicaid was a terrible program.  Kate recounted an 
experience she had at the large specialty hospital where her son was taken after an accident, which left 
him as a permanent quadriplegic.  Due to the seriousness of his injuries, the hospital staff anticipated he 
would end up on Medicaid and ordered the equipment Medicaid covered based on that assumption.   
When we were at [hospital name], my son had experienced a skin breakdown and when we got 
there they wanted to put him in a regular bed.  And I said, ―No, we‘re getting an air bed.‖  And 
they said, ―No we‘d rather put him in a regular bed because upon discharge he‘s probably going 
to have to go home on a regular bed because Medicaid is not going to cover an air bed,‖ so they 
said, ―We might as well get him used to the regular bed now.‖ And then they talked about how 
you‘d have to turn him every so many hours and you‘d have to do this and you‘d have to do that 
and I said, ―Nah-uh.‖ I said, ―First of all his skin is broke down now and it‘s going to get 
worse.‖  I mean the kid, at the time, was probably five foot ten, five foot eleven and he weighed 
all of maybe 135 pounds and he was losing weight and I knew that a pressure sore was only 
going to make his life more complicated.  And so luckily I had my way at the hospital and then 
upon discharge, you know they kept telling me we need to transition him to a regular bed 
because they‘re not going to go for an air bed and I started working with the insurance and they 
paid for an air bed. They paid for, like a standing crane was recommended, but I was told 
Medicaid‘s not going to pay for that.     
Why Cultivate the Body 
Women in this chapter made their bodies into projects and the process of trying to create the 
perfect body became part of their identity.  Body cultivation began with the need to show people social 
position.  It became a way to maintain control in an out-of-control world.  Women from this group 
complained about stressful lives, but complaints were not like the women in the groups discussed in the 
next four chapters who lamented their inability to do basic things like pay bills.  Women who cultivated 
their bodies talked about stress as a physical state.  For example, when I asked Jenny to draw someone at 
risk for CVD she drew a fat person who she said was out of control.  Then she stopped and thought about 
it.  She asked if she could draw a second picture (Figure 9).  Jenny was the second woman in this group to 
offer the image of a woman on a treadmill and to explain that the treadmill represented stress.  Jenny said, 
―This is busy women who takes care of everyone else in their lives but themselves, who run on adrenaline 
and no sleep and take care of the kids and their husbands and their jobs and they think oh I‘ll get to me 
later.‖    
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Figure 9 
Life Treadmill  
 
Body cultivation was cathartic and a way to exercise internal control.  The more women 
cultivated, the greater they emphasized their level of personal stress.  Bordo (1993) and Nichter (2000) 
talked about this same phenomenon in terms of eating disorders and the use of rigid bodily control as a 
way to maintain feelings of order.  Nichter (2000: 149) also explored it for women whose eating patterns 
were not disordered, but who began to diet and exercise when their lives felt out of control.  The routines, 
rules, and rituals that they imposed in their carefully managed, crafted diets and exercise plans provided 
structure.       
For women with cultivated bodies, the idea that access to resources should be based on how much 
someone could afford to pay seemed normal and natural.  They feared systems where access was more 
egalitarian because they believed these systems would limit the resources they and their children could 
obtain.  These systems would also mitigate women‘s ability to control themselves.  Women also believed 
that the US was the meritocracy the Horatio Alger myth promised.  People who were unable to achieve 
the same level of access were simply not working hard enough, which justified and legitimated the way 
they used resources.   
In a system that distributes resources based on social class and status, people feel a great deal of 
pressure to project the symbols of high social position.  People who put symbolic importance on the body 
try to maintain and improve their internal health and outside appearance (Schilling 2003: 115; Bourdieu 
1978: 838 & 1984: 212-213).  Media messages in the US made physical appearance and internal health 
 
122 
synonymous.  Physical appearance was a reflection of internal health.  This led women to use products 
that were meant to alter the internal body such as hormone therapies that promised to make one look and 
feel younger or vitamin supplements advertised to improve the look and feel of one‘s skin.  It also 
suggested that those who could may use health care as a mechanism to control the physical body while 
those who could not wish they could.   
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Chapter 6 --The Managed Body 
Introduction 
Women with managed bodies tried to cultivate themselves, but they did not have sufficient access 
to resources to do so.  Several also spoke about their care in terms of maintenance or making sure that 
their bodies stayed healthy in the way that they talked about tune-ups to make sure their cars ran well.  
Women in this group showed more signs of physical deterioration and had more lifestyle associated 
health problems than the women above them.  They depended on their physicians for access to care and 
feared that the care they wanted could be denied if they lacked the means to pay for it.  They were also 
afraid that some doctors prescribed treatments based on profit motivations.  When their fears combined 
with a belief that they should be in control of their health, it created a deep mistrust of medical 
professionals.  Overall they did not like the US health care system, but they were afraid that something 
different would be worse for them.  All of them knew about women with less access to care, but none 
were aware of the level of access that women with cultivated bodies had.      
Ruth 
―I got right in.  I had maybe five minutes of waiting, but I tried to get the first morning 
appointment, so I think that helps.  I like this doctor and I feel like he‘s, you know, knowledgeable about 
what I‘m going through.  And I feel comfortable with him.‖  Ruth, a fifty-seven year old accountant, told 
me about her doctor as she absent mindedly pushed a mozzarella medallion around on a small salad plate.  
We sat in a chain café near a busy street in a large suburban neighborhood sharing an early dinner.  Ruth 
was thin, about five feet five inches tall with light brown hair.  She looked at me, her blue eyes both 
curious and hesitant.  ―In recent, in the last, can‘t recall when it was and this is why I changed doctors, 
well I didn‘t change doctors.  But I called my doctor‘s office to see if he would prescribe the natural 
hormones because I went to a seminar that was put on by [name] pharmacy and they talked about it, the 
natural hormones.‖  
Ruth did not have dental or vision coverage, but these were less important to her than medical 
coverage.  She assumed that she had always had medical insurance because she could not remember not 
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being able to go to the doctor.  She said that her mother worked for a large company that provided 
excellent benefits, so they must have had it when she was a child.  Ruth was divorced and her child was 
grown.  She was unaware of what her premium was because it was paid entirely by her employer.  She 
indicated on her demographic questionnaire that she made between $40,000 and $60,000 a year.  Her job 
was to keep track of incoming and outgoing payments.  Ruth paid $30 to see a primary care physician 
(PCP), $35 to see a specialist, and $50 to go to the emergency room.  She had no deductible but had to 
seek a referral from her PCP for everything except emergency care.  This bothered her and caused 
problems in the past.  ―You used to be able to go to the doctor and say here‘s my insurance, you know.  
And now it seems like they control the length of time you can be in the doctor‘s office, who you can go 
to.  And you have to have referrals. You have to.  You know that referral thing is kind of a hassle.‖ 
Besides her PCP who prescribed her natural hormones that were not covered by her insurance, 
Ruth saw a gynecologist and a dermatologist.  She said her health was good except for a mild case of high 
cholesterol and for women‘s issues.  When she said women‘s issues, it included menopause, but it was 
also a euphemism for general aging and referred to changes in her outward appearance, particularly her 
face and hands, and to the way that her body functioned, particularly her digestive system.  She hoped 
that the hormones would help believing that these problems were a result of an imbalance caused by a 
diminished output of estrogen.  She knew that synthetic hormones were associated with an increased risk 
of CVD as well as several other diseases but believed that natural hormones were safe. 
Ruth was very concerned about heart disease because her father and grandmother both had heart 
problems and because she had high cholesterol.  Ruth said she went to her doctor and asked for diagnostic 
tests to detect heart problems after she experienced what she thought were symptoms of CVD.  She called 
her heart a bad heart and said,   
I‘ve known for several years that my father had a heart attack at the age of fift- six, although he 
didn‘t die. Combined with my high cholesterol, I have had a few scares with it whether it be the 
imagination or something I truly felt that wasn‘t really anything. I went through some testing to 
determine if it was anything. I‘ve had several different tests. I‘ve had EKGs several times 
because whenever you‘re in my age group if you say you have chest pains you got to get an 
EKG. They can do that in the office, but if they feel like they need to investigate it further, well 
I‘ve had stress tests. I‘ve had a thallium test and, a, can‘t think of the term but sort of like a 
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sonogram. You get on the treadmill and then you immediately lay down and they. I can‘t 
remember what that‘s called. 
 
The tests said her heart was fine and became a source of embarrassment.  Some people believed 
her fears stemmed from her imagination or were all in her head.  Ruth was one of four women to report 
heart-related symptoms that, regardless of tests, were never medically connected to a problem with the 
heart.  Two were women with managed bodies; one had a neglected body, and one a forgotten body.  As 
she and these other women talked about their experiences, I was reminded of Margaret Lock‘s (1990) 
discussion of Nerva among Greek women who immigrated to Canada.  With the exception of chest pain, 
the symptoms were different, but the association between their physical experiences and feeling out of 
control were the same.  Ruth explained it best,     
I believe at the time I was under some strain or stress and I believe it was stress related because 
it kind of went away but then another time my dad, my dad, I call him my dad, but he was my 
step dad he was not the one who had the heart attack because he was my step dad. He was going 
through lung cancer treatment and my sister and I were the caregivers and somewhere during 
that time I woke up at 5:30 in the morning and thought, I mean I was so scared about my heart 
pumping. I mean it was just racing and I called 911. 
 
The experience of waking up with heart palpitations or a heart rapidly pumping was reported in 
all four cases.  In all four cases women made an association between the times that they had heart 
problems and a time they felt extreme stress, fear, and like they were out of control.  They also had events 
that happened repeatedly and in each case sought medical attention.  In part, this was because they were 
afraid they might be having a life-threatening emergency, but it was also because they wanted someone to 
make them feel better.  All of the women indicated they were a little embarrassed but seemed genuinely 
okay with the idea they had a panic attack.  They told me that they just wanted to know what was wrong 
with them and feel that someone else thought whatever it was, mental or physical, was legitimate.  
I just wish they would have, well, they never found anything wrong, but I don‘t know, every 
little twinge makes me wonder.  I‘m fifty-seven now, so I‘m like, oh, is this it?  Even though 
I‘ve been tested and determined that I don‘t have any problems. Even though I know that 
sometimes with all that testing there still might be something they can‘t see, so I guess it is in 
the back of my mind.  I just wonder. Doctors never talk to you about it. They don‘t take very 
long, and I guess, or tell you what else it might be except maybe stress. I know my ex-husband 
said it was panic, but they never, you know, they didn‘t want to embarrass me but still just to 
know. Maybe I just need to see someone, you know, a mental health person.  
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Ruth said that when she thought of CVD she thought of older people.  When I asked what she 
meant when she said older, she said someone who was over fifty years of age.  She said that she also 
thought of someone who was snowman shaped with high cholesterol and clogged arteries.  She fixated for 
a moment on the carotid artery, saying that she could not draw it but that she could see it filled with 
plaque in her mind.  Later when she listed risks for CVD she included high cholesterol again but said that 
just because people had high cholesterol did not mean they would have heart problems.  These things 
were related but that was all.  When I asked where her information came from, she said the media.  She 
said she watched Good Morning America, which had several health-related segments.  I asked if any of 
her medical providers had talked to her abut CVD, particularly interested in her response because of the 
tests she had to assess her heart health.  When she had the tests done someone always sat down with her 
and reviewed the procedure.  They also mentioned lifestyle changes to improve health but focused on 
physical activity saying, ―I mean they go over it and tell you what they found.  I don‘t recall anyone really 
ever explaining what I should eat or not eat, but they always want you to exercise.‖ 
  Ruth did not exercise regularly.  She wanted to but had very little time and was tired when she 
left work in the evening.  She let her community center gym membership expire but planned to enroll in a 
fitness class at a different community center in another month.  The class appealed to her because it 
mixed cardio work with weight training and was social.  A friend of hers was also enrolling in the class.  
Ruth preferred natural foods but put no additional stock in something because it was organic.  Natural 
simply meant fresh fruits and vegetables.  She explained that processed foods were bad but then admitted 
she ate a lot of processed food and added that almost everything was processed these days.  Later she also 
admitted that she does not like to cook and processed foods were easier.  However, she drew a line at fast-
food.  It was terrible, so she only ate it when she really had to or rarely.   
Besides natural hormones, Ruth took a cholesterol medication, a medication to prevent 
osteoporosis, a woman‘s multivitamin, and calcium.  She did not like to take drugs, ―I don‘t want to take 
any more medication than I have to.  I don‘t think it is necessary.  I feel like Zocore is preventing 
something else and that is necessary, and then I do have another prescription I take for [osteoporosis] 
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because I‘m at a high risk for osteoporosis, but I mean and some people don‘t even want to take that stuff, 
but I don‘t mind that.  But I don‘t want to take any mood enhancement or something to sleep.  I feel like it 
is something negative.‖   
The Managed Body 
Ruth‘s beliefs were similar to those of the other women with managed bodies, although her 
earnings placed her at the bottom of its income range (Table 7).  All nineteen of these women, including 
those on government insurance, had group plans with affordable premiums.  One complained that aside 
from her mortgage her health insurance premium was her largest monthly expense.  Premiums ranged 
from around $100 per month per person to $700 per month per person, although the woman whose 
premium was $700 did not pay it.  Her employer did.  Excluding her, the highest per person premium was 
$350.  Copayments remained at or below $30 for standard care, $50 for specialists, and $100 for the 
emergency room.  Deductibles were $2,000 or below for major medical, and the highest coinsurance or 
percent that these women paid out-of-pocket was ten percent.   
Table 7 – Demographic Information for Women with Managed Bodies 
 Income Level Age Married  
# in 
Household Occupation Education Race 
< 5,000 71 No 1 Retired/Sales  Two Year Degree White 
< 5,000 74 No 2 Educator Some Grad School White 
10,001 - 20,000 23 No 1 Medical Student 4 year degree White 
20,001 - 40,000 32 Yes 4 Utility Clerk High School White 
40,001 - 60,000 58 No 1 Educator Graduate School Black 
40,001 - 60,000 31 Yes 4 Non-profit Director Some Grad School White 
40.001 - 60,000 45 No 2 Bookkeeper Box Store Graduate School White 
40,001 - 60,000 56 No 1 Registered Nurse Graduate School White 
40,001 - 60,000 57 No 1 CPA Graduate School White 
40,001 - 60,000 57 No 1 Accounting  High School White 
40,001 - 60,000 71 No 2 Retired/Journalist 2 year degree Black 
80,001 - 100,000 50 No 1 Computer Data Analyst 4 year degree White 
80,001 - 100,000 27 No 1 Sales  4 year degree White 
80,001 - 100,000 36 Yes 2 Accounts Receivable 4 year degree White 
80,001 - 100,000 47 Yes 4 Business Owner Some Grad School White 
100,000 - 150,000 49 Yes 2 Nurse Practitioner  Graduate School White 
100,000 - 150,000 53 Yes 4 Vice President - Banker Some College White 
100,000 - 150,000 30 Yes 3 System Administrator 4 year degree White 
100,000 - 150,000 62 Yes 2 Medical Technologist 4 year degree White 
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Only two of the women in this group were not enrolled in a health maintenance organization 
(HMO) insurance plan.  One recently switched from an HMO to a preferred provider organization (PPO) 
and had yet to use the PPO‘s services.  Women in an HMO needed a referral from their PCP to see 
another physician.  This restricted their ability to seek care from specialists.  Women in this group limited 
their appointments to a gynecologist or general practitioner, and more than half used their gynecologist as 
a general practitioner.  When referred, they also saw a dermatologist, mental health worker, or 
cardiologist but always for a specific problem that was either identified or at the very least reviewed by 
their PCP.  Services were discontinued once the provider determines that the problem was resolved.     
Fifteen of these nineteen women were white (Table 7).  One, a college professor, was black.  The 
oldest was seventy-four; the youngest was twenty-three.  Annual household incomes fell between less 
than $5,000 and $150,000, but the range was deceptive.  The two women with the lowest incomes were 
retired and on Medicare. Their social positions were higher before they retired and they continued to 
receive monetary assistance from their children.  The woman with the next highest income was a graduate 
student who received health care coverage through her parents, both college-educated professionals.  The 
woman just above her in income said that she recently began divorce proceedings and thus lost the 
inclusion of her husband‘s pay in her household income.  Without these women, household incomes 
ranged between $40,000 to $60,000 and $100,000 to $150,000.  Two of these women had an associate‘s 
degree, two had a bachelor‘s degree, and five had a graduate degree.  Eleven were married, but only three 
have coverage through their husbands.  It was cheaper to use their employers insurance.  Four of the 
nineteen had no dental or vision coverage.  Several preexisting health conditions were reported such as 
diabetes, alopecia, depression, attention deficit disorder, high blood pressure, and high cholesterol.  The 
more serious of these health conditions clustered at the bottom of the income range.  
Women in this group often engaged in strategies to improve their coverage.  A woman with a 
master‘s degree in gerontology worked as a cash handler and floor associate at a large retail chain store so 
that she and her daughter could access the store‘s group health plan.  A certified public account worked 
for a small firm instead of working for herself because the firm was willing to pay the full $700 a month 
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premium required to cover her, due to her history of breast cancer.  Another purchased a federal plan 
through her retirement with the Veteran‘s Administration instead of using her current employer‘s 
insurance.  Her current employer‘s policy was less inclusive and more expensive, but the federal plan that 
she paid for was also not as good as the plans of the women in the cultivated group.  The plan did provide 
her access to VA hospitals and, because she was paid an allowance by her current employer to pay for 
benefits, she paid almost no premium.   
Body Management 
Half of the women in this group were overweight or obese.  Although body size did not always 
correspond to age, increased weight was predominantly seen among older women.  Like women with 
cultivated bodies, women with managed bodies sought out and purchased items to improve their health.  
They differed from women above because they were more constrained by time, money, and their skill for 
preparing foods.  Seven of the women with managed bodies admitted they did not know how to cook 
anything beyond heating it up quickly in the oven, on the stove, or in the microwave.  They preferred the 
microwave.  The other twelve knew a variety of ways to clean and cook foods, but their skill levels varied 
and, due to their hectic schedules, they also preferred the microwave.   
Women with managed bodies learned how to prepare food from their mothers.  Sometimes they 
relearned from their mothers-in-law.  They also learned new skills from prepackaged food directions.  
Many of the foods they thought they prepared from scratch were partially prepackaged (e.g., cake mixes) 
or were several prepackaged foods combined to make something new (e.g., Ro-tel cheese dip).  These 
women attributed their food preparation skills to their family background, specifically whether or not 
their mothers stayed home, their earlier socioeconomic status, and whether they came from a rural area.  
One woman who could not cook said that her lack of skill was a result of her father doing the majority of 
the food preparation when she was a child.  Another woman who could cook said she did not learn at 
home because her mother worked when she was a child, but she taught herself after she married using the 
Betty Crocker cookbook.  The seven who did not cook thought recipes were intimidating because of 
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unexplained cooking techniques such as julienning, clarifying, and caramelizing.  Women with some 
cooking skill looked up recipes, techniques, and unfamiliar foods on the Internet.    
Women with managed bodies did their primary food shopping right after payday but also made 
quick trips to the store to restock with fresh items like milk or produce. They relied heavily on 
prepackaged frozen foods that reheated quickly, saying these foods were processed and contained things 
like preservatives.  They worried about additives but believed these were ubiquitous and unavoidable and 
that there were fewer additives in more expensive brands.  Most used prepared foods to save time, except 
on special occasions like Christmas, and rationalized items were not more expensive than foods they 
prepared from scratch because, in the words of one woman, ―there are so many ingredients in that. You 
have to buy the sauce and, like, two or three different kinds of cheese and the noodles and then the meat 
and I bet the meat would be almost as much by itself.‖  Many also noted that their time was an additional 
cost that made scratch foods unaffordable.  
Natural foods were whole foods, which included fresh fruits, vegetables, and whole grains, as 
well as frozen fruits and vegetables and foods prepared in a homestyle way.  Most women with managed 
bodies purchased frozen vegetables because they were less expensive than fresh, were already cleaned 
and chopped, and had not sat around and ―deteriorated.‖  They did purchase some fresh items but limited 
these to salad fare (e.g., lettuce and tomatoes) and things that were either not found or were hard to find 
frozen.  They rarely bought canned produce because it had too much sodium, no nutrients, and tasted like 
mush, although three of them later admitted that they preferred the taste of canned vegetables because 
they grew up eating them.  Four of the women with managed bodies made jokes when they talked about 
canned vegetables in a way that indicated they associated these with people who were lower class, two 
were from the three who preferred their taste.  When I asked women with managed bodies specifically 
about organics, they usually said that they were too expensive and not worth the money.  One woman told 
me, ―If it comes out of the ground it‘s organic.‖  Others purchased one or two organic items.  ―I like 
organic milk because regular milk has too many hormones in it.  It isn‘t good for my daughter,‖ one 
woman explained.  Women in this group tended to label foods as either good or bad and were particularly 
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critical of carbohydrates.  When I asked them to explain what they meant by carbohydrates, they 
explained that these were processed grains like white bread and rice.  None specifically mentioned sugar, 
but it might have been that sugar was too obvious to warrant mention.  As she talked about her new diet 
one woman said, ―When they want to fatten up farm animals, you know cows and pigs, they feed them 
carbs.  Why would people be any different?‖    
Women on this part of the spectrum not only attended but paid for nutrition courses.  They 
preferred health events that offered them swag bags with free samples and that declared the importance of 
a uniquely feminine approach to health. When possible through their health insurance, they also sought 
out appointments with nutritionists.  Appointments were usually provided if women had a related 
condition such as diabetes.  Some women in this group read labels and rejected items based on what they 
included.  As one woman said, ―You know I found out my favorite tomato soup had high fructose corn 
syrup in it. Campbell’s Tomato Soup. I was devastated ‗cause I was, like, well, that ain‘t coming back in 
my house. Now I don‘t have tomato soup.‖  Others focused specifically on calorie, fat, and carbohydrate 
content and did not worry about the actual ingredients.  Three of the women indicated that they did not 
know what high fructose corn syrup was when it came up in conversation.  Nearly all of the women in 
this group took some kind of vitamin supplement, but their regimens were simple.  They took their 
vitamins once a day, usually in the morning.  They took a multivitamin, often designed specifically for 
their gender and age group, followed by a calcium tablet, and sometimes an Omega 3 capsule. 
  Women with managed bodies joined gyms, a lot of gyms.  One woman was a member at three 
separate facilities.  She never went to any of them, but she was about to join a fourth and was sure this 
would be the one.  Ten worked out regularly, but it was more common for them to say they wanted to 
exercise but rarely got around to it.  Their days were long, their work sedentary, and they felt tired after 
sitting behind a computer for hours on end.  Four of the women who I interviewed in the summer months 
told me how much they enjoyed riding their bike, their exercise of choice, because it was something they 
enjoyed as children.  It felt like play.  When I pressed them about how often they actually rode, only one 
did it more than once a week.  Two admitted they had not ridden yet for the summer (one interview in 
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June and one in July).  Only three of the women with managed bodies reported they did not get an 
appropriate amount of exercise, but they also did not see themselves as lazy or in danger of being like the 
overweight people they drew and described as at risk for CVD.  As one woman explained, ―Like I don‘t 
think of myself as sedentary, but I know that I don‘t get enough exercise.‖ 
Talk about exercise often indicated it was a form of penance for bad food behavior.  One woman 
explained, ―I wish I exercised more, but it‘s really hard to be consistent. I do though, I do try to make sure 
that when I eat that doughnut, or that piece of cake at work, I go to the gym that night, or at the very least 
go for a walk with my husband, to make up for it. Sometimes I can‘t, I can‘t really get to it until the 
weekend and then I‘ll try to do something really active to kind of like atone, you know.‖  A couple of the 
women also talked about healthy foods this way, explaining that when they ate something bad they also 
tried to make sure they ate something good.  ―If I know I‘m going to eat an ice cream after dinner then I 
make sure I have some broccoli,‖ one woman said.  
Health Care Users 
All of the women with managed bodies had physicals, although younger women sometimes 
limited these to their annual woman‘s exam.  Initially all of them also indicated that they had the standard 
preventive tests recommended for women their age but, unlike the women who cultivated their bodies, 
they rarely knew what these tests were.  Excluding mammograms, most only received diagnostic tests 
when ordered by their PCP and assumed their doctor would give them the tests that were appropriate for 
them.  They also did not really know the results because, although they were sent in the mail, they 
assumed their doctor would bring them up if they were problematic.  Two of the women who trusted their 
doctors to take care of tests also knew their cholesterol was high because they gave blood.  Only one had 
a cholesterol test performed by her doctor, which was more than a year before the interview.  He had not 
checked it since she refused to take medication to lower it.  Another woman in this group found out her 
cholesterol was high while she was pregnant but had not had another test because she assumed her levels 
normalized after her baby was born.  Several women with managed bodies also had doctors that never 
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spoke to them about CVD, which the women thought was because they were healthy.  This included 
women who were overweight, obese, and who had high cholesterol. 
Body cultivation efforts were made by women with managed bodies but efforts differed from 
those made by the women in Chapter 5 because they cost less, women spent less time on them, and they 
expected less than perfect results.  Women with managed bodies sought out nutrition information, but 
only one sought preventive care from a provider who was not her PCP.  Joan was fifty, single, and a 
computer data analyst.  She saw the same hormone-balancing physician Jenny saw, although she and 
Jenny never met.  Joan did not care for her insurance-assigned physician and said that she saw this doctor 
instead because this doctor spent an hour with Joan at each appointment, the hormone treatments made 
Joan feel rejuvenated, and Joan believed the treatments increased her longevity.  Joan also saw a dietary 
specialist who emphasized the importance of a high protein, low carbohydrate diet for weight loss.  The 
specialist was neither a doctor nor a nutritionist.  Joan was unaware of any problems that might arise from 
her diet, such as increased cholesterol, and did not discuss it or her hormone treatments with her insurance 
assigned physician.  Like the women above, Joan compartmentalized her health care because she saw her 
body as a conglomeration of parts.  She did not realize that a treatment designed to influence one part 
might also influence another.   
Except for Joan, women in this group did not talk about their bodies in the same way as those 
who cultivated their bodies.  While some parts were seen as separate from the rest, others were seen as 
part of a system and recognized that a treatment meant to fix one problem could result in another.  This 
influenced the treatment choices they made and was the reason one woman gave for her refusal to take a 
Stanton for high cholesterol.  It was also why another woman, who attempted to cultivate her body by 
going to her PCP for weight loss, said she no longer took a medication that her doctor prescribed.  She 
explained a previous experience with the medication. 
So I was telling my doctor I need to cut these pills out because, I mean that‘s also one of the 
side effects. He was, like, no-no-no you need it. You‘ll be sorry if you stop taking it. I didn‘t 
really feel that much pain with the endometriosis. I mean maybe I have a high tolerance or 
something, but I just thought I would rather just not take these pills. You know, and then the 
second blood clot, I just threw them in the trash. I was, like, forget it. He said that the 
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endometriosis would hurt and you know that would flare up, but I was, like, I would rather have 
the endometriosis because the last blood clot went all the way from here up to my groin and I 
was, like [makes a pained expression], and they had a surgeon look at it.  
 
 Other women in this group resisted treatments because they felt some pharmaceuticals were 
unnatural.  Tania was one such woman.  She refused to take any kind of pill and also resisted several 
foods as unnatural.  Other women in this group were selective about what medications they would take.  
The medications they identified as acceptable depend on their experiences with different kinds of 
prescriptions and their individual health care needs.  As we talked, Tania justified her choice to avoid 
medication, 
I have high cholesterol and I didn‘t take the medication that they recommended because I don‘t 
like taking pills and medicines.  I figure people probably had high cholesterol years ago.  A long 
time ago they didn‘t have any pills to reduce it.  They just had to adjust their diet, but they 
didn‘t know that they had high cholesterol and I didn‘t see it as a major illness, so I didn‘t take 
medication for it.  I just know because of technology now, I just know about it and to adjust my 
diet. 
 
Mistrust of pharmaceuticals was common among the women in this group and when the 
conversation combined prescription medications with doctors, doctor‘s ethics were questioned.  Women 
believed that nearly all doctors overprescribed medicine and, in the words of one participant, acted like 
―pill dispensaries.‖  In a discussion of mental health services Teri, a white, thirty-one year old director of 
a not-for-profit that focused on women‘s mental health needs, explained, ―Even most psychiatrists now 
don‘t spend an hour even initially with a client, the ones that I‘ve seen.  I mean for our clients it‘s twenty 
minutes even on the first time.‖  When asked why she continued, 
They see what medications you‘ve been on; what are the feelings; how would they change it; do 
you have any, you know, they do a lot of the paperwork to get the best idea of what‘s going on 
with you rather than the interview.  But it‘s not billable at the same rate and they aren‘t ever 
going to counsel you.  They just give you the meds and track you, you know, to make sure you 
have the right doses or whatever, but they don‘t counsel.  There just isn‘t enough money in it. 
 
Our conversation turned to a discussion of PCPs who prescribed mental health medication 
without referring patients to a mental health specialist.  Teri said this was a common practice that really 
bothered her.  She explained,    
The worst thing, I mean just the worst thing. It should be illegal. We have women who have, a 
lot of it is chemical. It‘s hormonal, but we have a lot of poor women who have real reasons for 
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depression besides being post-partum. They‘re vulnerable, in vulnerable situations, and have 
been all their lives. You wouldn‘t believe it. The things some of them go through just because 
of who they are, where they were born.  They‘re raped by different men. They‘re abused so 
much they think it‘s a normal part of a relationship. When they can, they go to the doctor. They 
say they‘re sad or don‘t feel right. The doctor writes them a prescription, ―Here take these pills 
they‘ll make you feel better.‖ Like pills can just fix everything. They need to see someone, to 
talk to somebody that can really help them. Someone who can empower them. 
 
I asked if the clients with difficult lives received better treatment from psychiatrists.  She 
answered,  
They [psychiatrists] can refer them to a counselor or a nurse who can talk to them more.  The 
psychiatrists will do that.  They‘ll give them medication but then sometimes they‘ll refer them 
to someone with less education to talk to, too. 
         
Women with managed bodies felt that doctors were bribed by pharmaceutical companies to offer 
medications over other treatments.  Pharmaceuticals that advertised on television were the most suspect.  
Rebecca was very angry about it, ―Oh man, the dinners.  The places they take them to.  What those 
pharmaceutical companies can do and their budget for advertising and stuff is despicable, absolutely 
despicable.  And I‘m glad that bubble has finally burst.‖  I asked what she meant by the bubble bursting 
and she said,  
There‘s been some stuff publicly on watching the pharmaceuticals and cutting back on their 
expenses. So now they‘re doing more for the doctors, but it goes further down than that cause 
the doctors, if they prescribe say 75 percent of their patients that are on cholesterol lowering 
medication are given Lipitor, well Lipitor will help them with whatever they want. ―Gee would 
you like to be a speaker at our conference in Grand Cayman. Oh you can be on a panel of about 
ten people.‖  But it‘s the fact that this is what the companies are doing to reward the doctors for 
prescribing their meds. It‘s probably been in the last two months there‘s been an article in the 
Star about the business of the cost of drugs. 
 
On October 5, 2008, the Kansas City Star printed a story about unethical relationships between 
pharmaceutical companies, doctors, and medical students.  They reported that the government, medical 
schools, and pharmaceutical companies would begin to enforce stricter regulations against conflicts of 
interest.  Regulations specifically targeted free gifts such as knickknack items (e.g., pens, pads, and 
stethoscope lights), resort trips, and restaurant meals.  The story also said that members of Congress 
wanted legislation that required drug companies to report how much money they paid individual doctors.  
Laws for such reports already existed in some states but not in Kansas or Missouri (Bavley 2008).  Only a 
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few months before the study began, the New York Times published an article about similar practices.  
Based on their research in Minnesota from 2000 to 2005, psychiatrists collected more money from drug 
companies than doctors in any other medical specialty (Harris, Carey, and Roberts 2007).  While the 
study was not peer reviewed, psychiatric and medical professional organizations acknowledge such 
conflicts of interest existed with high prevalence (Fava 2007, Brennan et al. 2006)        
 There was reluctance to take some medications but eagerness to take others.  Women with 
managed bodies thought that with the right medical assistance, they could feel strong, healthy, and good 
for the rest of their lives, regardless of outside factors such as aging or the onset of chronic disease.  Many 
of these women resisted the idea that aging should affect their bodies at all beyond a few minor, easily 
fixed complaints until they were well into their seventies or, for one of the women in her seventies, their 
eighties.  Unlike the majority of the women with cultivated bodies, women in this group had chronic 
conditions.  That they should feel good forever was a message that was repeated frequently at the health 
events where I met some of them.  The only time I observed them openly question their own doctor was 
when that doctor did not agree with them.  
Like Ruth, Rudy was white, in her fifties, and an accountant.  She did not want to be recorded but 
agreed to talk over coffee a couple of times at a center where she volunteered to help adults improve their 
literacy.  Her ex-husband was dyslexic and a poor reader, so she felt a connection to the people who came 
in. She told me that she recently switched doctors because she did not like the one she had but was 
happier with her new provider.  Her decision to switch came about when her earlier provider was unable 
to diagnose a digestive problem that occurred when she ate wheat-based products.  The doctor stopped 
trying after he determined the problem was not detrimental to her long-term health.  She angrily said that 
he told her the problem was age related or a natural slowing of her digestive track.  His solution was to 
avoid the foods that bothered her.  Rudy said his diagnosis and solution irritated and frustrated her.  
Although she admitted that her new doctor did no additional testing, she did change the diagnosis from 
aging to an allergy and recommended adding a digestive enzyme to Rudy‘s diet.  Rudy could purchase the 
enzyme through her new doctor or at a local nutrition store.   
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Although the first doctor was more thorough, testing Rudy for multiple autoimmune disorders 
that might explain her trouble as well as have serious health ramifications, Rudy preferred the new doctor 
because she legitimated Rudy and offered her a solution for her problem.  In Rudy‘s mind, her body was 
no longer breaking down because it was growing older.  Allergies happened to everyone at every age.  
Rudy lacked any biological training and did not know the difference between an allergy or intolerance or 
that if she had an allergy a dietary supplement would not stop her immune system from reacting when she 
ate offending foods.  That she thought she might be able to continue to eat the foods she loved was simply 
a bonus as she did not know for sure if the recommended enzyme would work because she had yet to try 
it.  She said that she was planning to when she ―got around to it.‖        
Rudy also demanded that her doctor prescribe her medications when she thought they would 
benefit her because of what she saw about them in television advertisements.  She was diabetic but did 
not think the disease was serious because it was type II diabetes.  She explained, 
Well it‘s not like the real diabetes, you know, the one you get when you‘re a kid. It‘s just, well 
you know, just like it‘s just caused by being heavy. You don‘t have to take insulin. At least, I 
don‘t have to take it now, not after I figured out how I felt with different aspects of my blood 
sugar. You know if I started to feel sick or whatever. And there are other medications that are 
easier to take than insulin that they have for it. Right now I have pills that help. I can‘t 
remember what, you know, they have ads for them on the TV all the time. 
 
 Rudy explained to me on multiple occasions that she struggled with her weight since childhood, 
but she gave up on actual weight loss when she accepted it was impossible for her, about five years after 
the birth of her second child.  Acceptance of overweight was common among women in this group who 
were over fifty.  This struggle, and subsequent acceptance of her appearance, was such a strong part of 
her identity that it came up in some way in nearly every part of her life story.  It was part of her narratives 
about: dating, marriage, the birth of her children, and her divorce.  She explained that while her parents 
were not overweight, her siblings were, which showed that her excess weight was genetic and thus 
outside of her control.  She confirmed this through stories of repeated weight loss attempts, attempts that 
spanned more than thirty years.   
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Rudy was diagnosed with diabetes by her first doctor and said she was well educated about the 
disease.  Her information came from the doctor, when she listened to him at the appointment where he 
diagnosed her, an appointment that lasted about twenty minutes.  She also read the two pamphlets that he 
gave to her and did some research on her own on the Internet.  She believed that her continued interest in 
health-related articles in women‘s magazines and discussions found on afternoon and prime time talk 
shows made her an authority on what was and was not good for her body.  She really liked Dr. Oz, a 
cardiothoracic surgeon, professor of surgery at Columbia University, and television personality affiliated 
with Oprah Winfrey.  When his name came up, she asked if I had read his book or seen his show on the 
Lifetime network.  When I asked if she had seen a nutritionist, she looked at me incredulously and said 
she had taken several nutrition courses. 
Rudy did not trust pharmaceutical companies but simultaneously was proud of herself because 
she paid close attention to the medication commercials she saw on television.  They were educational and, 
in the words of speakers at health-related events, a woman had to be her own health advocate.  Rudy 
thought it was impossible for doctors to keep track of all of the new medicines on the market.  In addition, 
some pharmaceutical companies incentivized doctors to use their medications.  Because of these two 
things, it was up to each individual to stay informed about what was available to treat their conditions and 
to request the items they thought would work well for them.  She provided a recent example when she 
asked her new doctor about a diabetes drug.  When I queried her about the commercial, it seemed she was 
talking about the drug Januvia (i.e., Sitagliptin), a medication advertised to increase a body‘s insulin 
production while it simultaneously reduced their sugar production. Rudy said, 
I wondered why she hadn‘t mentioned it before because the commercials, they said it was for 
people who were having trouble getting their blood sugar under control and I really was. So I 
just asked her when I was there having my, you know, my three month, she was seeing me 
every three months then, my three month checkup and she was like, ―Oh yeah, you know, that 
might really work for you.‖ So she went ahead and wrote me a prescription and it works really 
well. I mean, I don‘t check my blood sugar that often anymore, but I can tell by the way I feel 
that I don‘t have the problems I used to. And she never would have thought about it if I hadn‘t 
seen an ad and asked her for it.  
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When I asked, Rudy was unaware of any potential side effects associated with Januvia but was 
unconcerned.  She thought she would feel the side effects if there were any and would know that she 
needed to discontinue the drug.  Known short-term side effects for Januvia included gastrointestinal 
distress; long-term side effects were unknown do to the short duration of existing studies (VanDeKoppel, 
Choe, and Sweet 2008).  However, Avandia, another diabetes drug on the market for more than a decade 
was in the news because of associated side effects that increased takers risk of heart disease and because 
of the possibility that drug makers knew about this increased risk and did not report it.   
While at a clinic in Kansas City, I informally spoke to two medical providers over lunch.  Our 
conversation turned to patients who asked for prescription drugs in appointments.  The providers said it 
happened a lot and they often gave in to patient‘s demands because it was easier than trying to fight with 
them or because they feared the patient would go to a different doctor if they did not give them the drug 
they wanted.  They did not like that their patients asked for these drugs and felt the drugs a patient wanted 
were often not in their best interest.  ―I put you on drug A because drug A is what you should be on.  It is 
cheaper and has a longer track record in terms of safety than drug B.  But I know, you saw a commercial 
and it gave you the same education as a medical degree,‖ one said in a moment of frustrated candor.  ―I 
would love to sit and talk about lifestyle modification. Eat this, not that. Get outside and move your body, 
but I don‘t have time and they don‘t want to hear it.  A magic pill they see on TV that lowers cholesterol 
and lets them eat bacon, that‘s what they want.  Yeah, I gave them the prescription. Maybe I shouldn‘t,‖ 
the other admitted. 
Women with cultivated bodies were health care customers and changed their doctors if they were 
unhappy with how basic services were provided such as how long they had to wait in the waiting room.  
Women with managed bodies changed their doctors if they did not like a diagnosis or felt that their doctor 
was not appropriately dedicated to their health care needs.  At the same time, many feared losing a 
specific doctor because they felt their doctor was better than most other providers.  This included Rudy, 
who felt that her new doctor was especially good and was afraid that other physicians were more like the 
doctor she left.  Women were afraid they would lose their doctor because he or she would leave their 
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insurance company‘s network of providers.  Only four of the women in this group never had a problem 
with such a change.  Teri was deeply frustrated,   
Our doctors have changed so often because they pay, they reimburse at such a low rate.  Our 
doctors just say forget it I don‘t want to be on your panels anymore.  I just feel like I‘m 
constantly changing doctors and there is not continuity of care.  It‘s just a very frustrating thing.  
I just need to remember my last.  I think it was in May.  I went in for the pap, April or May.  I 
went in for a pap smear.  You know my yearly and stuff.  I just don‘t remember the wait being 
very long.  She was probably with me for ten or fifteen minutes.  She was very quick but 
always, she was always willing to answer questions, but she fired [insurer’s name].  So that was 
the last time that I saw my primary care doctor.  
 
 Abby, a white, forty-five year old retail chain store bookkeeper said that she liked her primary 
care physician so much that when her previous insurer lost his contract, she began to pay out of pocket to 
see him.  She explained, 
I‘ve been seeing the same doctor since 1994.  And I followed him through his various locations.  
Now he is in South [town], Southwest [town].  He‘s moved to lower his patient load and to be 
closer to his family.  There was one year when [ex-husband’s] company didn‘t accept him as a 
provider.  I just went for my yearly, which of course they would have covered, and then only if I 
really, really needed to.  I‘m not going to discontinue my doctor again. 
 
Because women with managed bodies were afraid to lose their doctors, they were willing to put 
up with more from them.  Most reported longer wait times than the fifteen minutes in reception.  Waits 
for women with managed bodies were usually twenty to thirty minutes, sometimes longer.  Although not 
the only one to report such a wait, Dana, a white, thirty-two year old driver, was the only woman who 
complained about it. 
You only get so many days off and when they‘re gone they‘re gone.  You wait in the doctor‘s 
office for like forty-five minutes to see the doctor for five and it kills an hour and half with 
driving.  I have to be up all night, third shift.  I get sleepy and if I haven‘t had any sleep that day 
it‘s impossible.  
 
Instead of complain, women discussed strategies to limit wait times such as arriving five minutes or less 
before an appointment or making their appointments for first thing in the morning.  Ruth explained, ―I try 
to get the first morning appointment, so I think that helps.‖  Sometimes strategies contradicted each other, 
―Oh if you wait until right before an appointment then the nurse might think you‘re late, they make you 
wait longer when you‘re late,‖ Rebecca told me when she asked what I did to speed up my appointments.     
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Women in this group estimated they spent an average of ten minutes with their doctor once in 
exam.  Some never saw the actual doctor, only a physician‘s assistant or nurse practitioner.  The longest 
amount of time women ever thought they spent with a provider was twenty minutes.  Dana guessed she 
spent around five minutes with her physician, the shortest amount of time reported.  Her short exams 
caused her problems, specifically in terms of her diabetes.  Her doctor ran tests but did not tell her the 
diagnosis until she specifically asked.   
I think that‘s when I went back to her I said well I‘m having this problem and my feet problem 
and you know all these doctors are asking me, ‗Are you diabetic, how‘s your sugars,‘ and then 
she said, ‗well yeah you‘re diabetic.‘  And she even ordered me a deal to prick my finger before 
she said I was diabetic.  So I‘m like she‘s giving me all this stuff, but she hasn‘t diagnosed me 
with anything.  
 
  Women trusted their doctors to order the right tests for them and tell them if the results were 
problematic, but they also thought that the responsibility to make sure each appointment met their 
expectations was theirs.  This meant they needed to bring things up and ask questions.  All exams 
included a brief exam and question and answer period.  Abby said, ―As far as time spent with the doctor, 
as much as I need.  As long as I have questions or bring things up, the doctor spends the time with me to 
address things.‖   
Although they would not leave their doctor because of it, women consistently complained about 
the amount of time they had to wait for their appointment.  This was not just for a routine appointment, 
like it was for women with cultivated bodies.  It was also for appointments to meet their immediate care 
needs.  Women never thought waits for acute care were over five days, but when they were sick even five 
days seemed like a long time.  Unable to manipulate the system like the women with cultivated bodies, 
they took over-the-counter medication and suffered.  None reported they went to the emergency room or 
used acute care clinics when they had to wait.   
Attitudes about Access 
Overall, women with managed bodies felt the same about health care reform as women with 
cultivated bodies.  The one noticeable difference was that even if they went for periods without insurance, 
these women were less sympathetic toward people who did not have health insurance than women with 
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cultivated bodies who had gone without insurance.  Managed bodied women were afraid they would lose 
the access to care they had if the system change.  They seemed unaware that women with cultivated 
bodies had better access, but they were aware there were people who received less care than they did.  
The women in this group whose opinions differed were those who had experienced a medical crisis while 
uninsured or who had children who were uninsured.  These women were like Ellen in that they did not 
blame the uninsured for the problems with the US health care system or hold the uninsured responsible 
for an inability to access care.  Instead these women blamed a combination of insurance companies, 
employers, and what they called US culture, a culture too entrepreneurial to provide universal health care. 
When I lived in South Georgia everyone talked about the United States being such a wonderful 
place to live, but we have so many people who aren‘t covered and it seems like a lot of 
employers now are sort of aiming to get out of providing people with benefits including 
insurance. I think there should be something better, but I don‘t know what would work here 
because people just don‘t want to help each other out. I mean it‘s like if employers don‘t want 
to pay for the people that work for them then why would anybody else want to pay for people 
they don‘t even know with their taxes. Things just don‘t work that way here. Even if something 
did happen so there was a program for everybody, I don‘t think it would work very well if the 
government was in charge of it. I mean, look what they did with No Child Left Behind. It‘s a 
fiasco.  
 
System Solutions 
 
Four of the women with managed bodies were afraid of government-run health care because, as the 
above quote also indicates, they felt that the US government was corrupt and ineffective.  They believed 
systems in other countries were good, but these systems could not be replicated in the US.  Teri, who 
recently decided to go back to school for her PhD, expressed this the most succinctly when she said, 
I do think that in the United States, with the culture that we have here that it would be very 
difficult to have universal health insurance because every time Congress passes a law, like No 
Child Left Behind, the reason that I left teaching, there‘s so many strings attached to it that it‘s 
impossible to give good care. I would think it would be impossible to give good care.    
 
We‘re moving to Canada. That‘s our family‘s long-term plan. Shhh, I won‘t tell if you won‘t 
tell. We can‘t all be in Canada, but I‘m just so stupid at learning languages that it isn‘t possible 
for me to move to Europe. That was one of my reasons for getting the Ph.D. when I presented it 
to Tom [her husband]. It will be easier to immigrate anywhere. 
 
Ruth, who simultaneously complained that her insurance company had too much control over 
what doctor she saw, how long she saw him, and whether she could see a specialist, feared government-
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run health care because she believed such a system would limit choice.  She was honest when she told me 
that she based this fear on something she saw on television. 
It seems to me it wouldn‘t be as good as what we have now. It kind of scares me because I 
watched something. I don‘t remember what show it was on, but I saw something fairly recently 
or got it on line maybe about a case where Canada, I know Canada has that government 
controlled, and the guy needed some kind of surgery, and he wasn‘t able to get it, and he had 
cancer. He had to come to the United States to have the treatment he needed because they 
basically denied it for him because, if I understand it, if they get that type of program where 
everybody is covered, you don‘t have your choice of anything. I mean it‘s just this is what you 
get and you don‘t have a choice. That is your choice. You don‘t have a choice. Whether that‘s 
right or not, I don‘t know. 
 
Health Relativity 
The greatest amount of variation in health-related lifestyle habits was among women with 
managed bodies.  However, there was one trait that they all shared.  Every woman with a managed body 
purchased products that were meant to make her healthier without the added investment of time or effort.  
Women with cultivated bodies knew that time and effort were required for cultivation and add them, even 
if the time and effort added are not their own.  Women with managed bodies wanted to cultivate their 
bodies, but they had little free time and were tired at the end of the day.   
 Health relativity happens when people base health decisions on a limited number of choices that 
are similar in nature.  An example is Eat This, Not That, a book series, which shows people how to 
choose the healthiest items from a selection of less-than-healthy options.  Some see such health 
information as helpful, but health relativity makes unhealthy foods seem okay because they are better than 
another even unhealthier alternative.  They legitimate bad foods and turn social discussions about food 
from what is available to what is most acceptable.  Often, there are no healthy alternatives. When there 
are healthy options among convenience foods, these often lack the added sugar, salt, and fat that make 
these foods more palatable.  Women who had diets that favored these foods questioned whether healthy 
foods could really taste good.  Limited experience with fresh foods, often seen as bland or bitter because 
they were only ever eaten raw, helped to consolidate beliefs that healthy tasted bad. 
 Health relativity is a form of hegemony that supports the notion that food equals processed food, 
a notion women with managed bodies rarely questioned.  Health relativity is easier than trying to 
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understand how the body uses micronutrients or the relationships among carbohydrates, proteins, and fats, 
so that, like the foods it legitimates, it takes little time or effort.  Once accepted, health relativity also 
helps to substantiate the belief that people bring disease on themselves because they could have made 
healthier selections. It blinds people to the fact that in some areas food choices are limited such as an area 
of Wyandotte County that opened its first, and subsequently only, grocery store in thirty years while this 
research was conducted.  Food relativity hides the fact that a choice between baked potato chips and fried 
potato chips is not really a choice.  
 Health relativity was not unique to women with managed bodies, but they actively embraced it 
where as other women tended to grudgingly accept it and sometimes even rejected it outright.  Women 
with managed bodies liked health relativity because it made them feel in control.  They felt like they were 
cultivating their bodies when they bought products that appeared healthy based on limited criteria.  When 
they developed a potentially related health condition, they went to the doctor and bought more medical 
products in the hopes that these could fix them.  Even if they could not find a medication or procedure 
that eliminated their new disease, they hoped the doctor would validate that they did all they could for 
their health and that their disease was not their fault.  Women often feared that it was because, ―perfect 
behavior was not possible all the time.‖  Women splurged and sometimes chose high-fat ice cream or a 
non-diet soda because it made them feel better emotionally.  Health relativity thus lead them to blame 
themselves and see indiscretions, which were once choices that made them feel even more in control, as 
moments of weakness and lost control.   
Although women with managed bodies paid more for less health care than women with cultivated 
bodies, women with managed bodies accepted the supremacy of the US health care system.  Aware that 
this system distributed resources based on how much one paid for them, they feared an alternative that 
would take away their buying power.  The access they had to health care also gave them a sense of 
control, but they were weary of doctors in general and resentful of the control that medical professionals 
had over their lives.  This led them to mistrust doctors in general.  Reliant on their own doctor for access 
to care, they imagined that their doctor was the one doctor that was above reproach.  
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Chapter 7 --The Neglected Body 
In an interview with Bill Moyer July 10, 2009, former Cigna executive Wendell Potter 
explained why earlier that same year he felt compelled to go before Congress and testify about 
problems he identified with the US health insurance industry.  Potter told Moyer that his 
testimony was prompted by witnessing the suffering of people who did not have access to 
adequate health care, suffering that he linked to the US health insurance industry. 
It was being held at a Wise County Fairground.  I took my camera. I took some pictures. 
It was a very cloudy, misty day, it was raining that day, and I walked through the 
fairground gates. And I didn't know what to expect. I just assumed that it would be, you 
know, like a health-- booths set up and people just getting their blood pressure checked 
and things like that. But what I saw were doctors who were set up to provide care in 
animal stalls. Or they'd erected tents, to care for people. I mean, there was no privacy. 
In some cases—and I've got some pictures of people being treated on gurneys, on rain-
soaked pavement. And I saw people lined up, standing in line or sitting in these long, 
long lines, waiting to get care. People drove from South Carolina and Georgia and 
Kentucky, Tennessee—all over the region, because they knew that this was being done. 
A lot of them heard about it from word of mouth. There could have been people and 
probably were people that I had grown up with. They could have been people who grew 
up at the house down the road, in the house down the road from me. 
 
When Moyer asked what he did after the event, Potter said that initially he did nothing 
because the extreme disparity between his life and the lives of those at this event left him in 
shock.  He could not believe that such poverty existed in the US.  Potter defended his lack of 
knowledge by explaining that his wealth and position isolated him.  He provided an example of 
the social distance between an executive like himself and lower status Americans, 
I had been in the industry and I'd risen up in the ranks. And I had a great job. And I had 
a terrific office in a high-rise building in Philadelphia. I was insulated. I didn't really see 
what was going on. I saw the data. I knew that 47 million people were uninsured, but I 
didn't put faces with that number. 
 
Just a few weeks later though, I was back in Philadelphia and I would often fly on a 
corporate aircraft to go to meetings. 
 
And I just thought that was a great way to travel. It is a great way to travel. You're 
sitting in a luxurious corporate jet, leather seats, very spacious. And I was served my 
lunch by a flight attendant who brought my lunch on a gold-rimmed plate. And she 
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handed me gold-plated silverware to eat it with. And then I remembered the people that 
I had seen in Wise County. Undoubtedly, they had no idea that this went on at the 
corporate levels of health insurance companies. 
 
Introduction 
 Women with cultivated bodies used health resources to make their form as close to the American 
ideal as possible.  Women with managed bodies mimicked women with cultivated bodies but without the 
same access to resources they could not quite achieve the same results.  Women with neglected bodies 
once belonged in the other two groups but could not maintain these other two types of bodies.  Women 
with neglected bodies retained habits from their former lives, but their limited access to health care and 
deteriorating physical condition affected them deeply.  As they slipped down the class ladder and realized 
they were not, and perhaps never really were in control, they began to question the American system and 
whether it was really the best way for society to distribute resources.    
Ilene 
―I go to the doctor maybe twice a year and have lab tests maybe twice a year and my doctor‘s 
been really kind to me and he gives me most of my pills,‖ Ilene explained as we sat in a smoky bar and 
grill eating an order of beer-batter onion rings that were decadently sprinkled with parmesan cheese.  She 
was an obese woman with thin, shoulder length bleach blond hair that was pulled away from her light 
blue eyes with a black headband.  Barely 60, she had bad knees that made it difficult for her to stand for 
long periods or walk more than a few feet at a time.  Her clothes were loose cotton, made for comfort 
instead of style, and bought off the rack at a discount department store like Wal-Mart.  The clothes added 
at least ten pounds to her already large body and years to her age.  She offered a bitter smile as she 
continued, ―None-the-less I‘m still able to, I still spend enough on health insurance to get an IRS 
deduction but not enough for it to equal out.‖ 
 Ilene was a divorced mother of two who spent her working life in the front and not the back 
office.  ―I did sales, office management, answered the phones, personal secretary, pretty much 
everything,‖ she explained as she described the company where she worked for more than eighteen years.  
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She left five years ago when she could no longer handle what she described as the tirades of an abusive 
boss.  She told me, ―My kids were grown, married, starting to have kids of their own.‖  Now she paid her 
bills with money that she earned as a contract worker at a local box office.  She said it was a fun job, ―the 
closest you‘ll ever get to getting paid to have a social life.‖  While fun, it did not provide her any benefits.  
For her health insurance, Ilene was left to the individual market where she paid $500 a month for a policy 
that she said had a $5,000 deductible and did not cover any of her prescriptions.  She also told me that this 
insurance never paid a claim because she had never met its deductible.   
A diabetic with severe back and knee pain, high cholesterol, and high blood pressure, Ilene, like 
many women her age, had pre-existing health conditions.  She visited her doctor about twice a year to 
have an A1C, or blood sugar test.  She also went when she had something that scared her, like this past 
summer when she said she broke out in a painful rash all over her arms and back.  Although he was 
unable to help with her rash, she considered her doctor a good one because he gave her free sample 
medications to cover what would otherwise cost her over $400 a month in prescriptions.  She said that 
sometimes she was tempted to give up her insurance and use the premium money to pay for her 
medications.  When I asked why she did not, she said, ―I guess I like to think I‘m respectable if I have 
insurance. My kids would freak out if I didn‘t have it.‖   
Although she went to her doctor for the care required for her diabetes, to receive her medicine, 
and if she had a particularly painful or scary acute need that she felt was worth the additional debt of an 
office visit and associated testing, she did not go to the doctor for other things that she believed required a 
doctor‘s care.  She knew she needed to lose weight but, instead of dropping pounds, had only gained them 
for several years.  Over the past few months, she put on a lot of weight very quickly.  She wanted to go to 
a doctor for help with weight loss.  She also wanted additional testing on her knees.  She explained, ―I‘m 
getting to the point where I can hardly walk and I don‘t know what to do about it. I know weight is a 
problem but my knees were first and I‘m on pain pills and I need to get an MRI, but I can‘t afford it.‖   
Ilene keeps her insurance because she would be embarrassed to be without it.  At the same time, 
she thought health care was a human right and that everyone should have access to it.  She blamed the 
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insurance company‘s greed, not only for limiting access to care but also for what she observed as a 
decline in basic health care services.  ―Well right now the insurance companies are ruining medicine and 
they‘re running the show. Let‘s get them out of the picture.  It will take a dip down, but it can‘t go much 
further down than it already is.  I mean I was in the hospital in like 1980.  I mean the room was filthy then 
and that was [hospital name].  I know how bad it is. At least then people like me could get seen.‖ 
Ilene felt that she was very well informed about what increased people‘s risk for CVD and what 
she should do to keep her body healthy.  When she was younger, she and her ex-husband lived in 
California for a while with her in-laws who were vegans (i.e., a person who uses no animal products).  
She pronounces it so that it rhymed with began.  She said, ―I did it mainly to keep piece in the family, but 
I liked it.  But I kind of backed off of being a vegan after a year, but it was the healthiest time in my life.  
It was right before my older daughter was born.  I loved it.  I mean the food was, tasted so much, good 
and the weight just melted off.  I didn‘t have to do anything.  It just melted off.‖  She considered the 
vegan lifestyle the ultimate in good health and extols its virtues as she devours a twelve ounce sirloin and 
side of sour cream mashed potatoes.  The broccoli that came with her meal sat on a small side plate 
between us because she asked if I wanted it as she ordered, telling our waitress that she did not want this 
vegetable placed on her plate.   
As she described a healthy diet, she said that dairy was especially bad and that its consumption 
was the primary reason Americans were obese.  She explained, ―Dairy‘s terrible.  I mean I love it, I mean 
I love butter, I love cheese.  Eggs don‘t bother me, I can do without eggs but cheese, ah cheese.  But you 
know there is so much dairy in so many things and sugar is evil.  It is just evil.  I think sugar is addictive.  
I think sugar is the worst addiction on the planet, worse than any drug, worse than anything because it‘s 
just, well, you know, it is subsidized by the government.‖  She said that natural, unrefined sugars were 
safe but expensive.  She also told me to avoid artificial sweeteners, ―My son-in-law works for Splenda, 
like don‘t get me started.  I‘m like, ‗Do you know that they are saying that your product causes cancer.‘ 
He‘s like, ‗no it doesn‘t.‘  I‘m like, ‗there‘s a study they could do but guess what.  It takes twenty or thirty 
years.‘‖ 
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Ilene was unable to do even the most basic kinds of physical activity.  She also did not have the 
money to seek assistance.  She said that she would like to exercise more, and she used to take much better 
care of her body, but, ―There were some things going on that were just not nice, that were not happening 
right.  I had to deal with them, things with my kids that I had to deal with.  Well, then you think, ‗I‘ll get 
back to doing it,‘ but it‘s not as easy as you think when you get older.  Every day I think, ‗This will be the 
day you get up and try to touch your toes and do some exercises,‘ but I don‘t because I can barely walk to 
the bathroom and barely walk and you know if I walk from here to there I have to sit and rest for a 
minute.  It is what it is, you know.  And then you, just because you‘re sedentary you gain weight because 
you‘re sedentary.‖ 
I asked if she thought that being sedentary was the only thing that increased her weight.  She 
laughed and said it was the main thing but, of course, diet was also important.  She told me, ―If I could 
fault my doctor for one thing it‘s like I‘ve been asking him for four years to give me a diet I could use but 
you know.  It‘s like I‘m diabetic, but I learned that I could eat sugar to a certain extent.  I would find that 
when I was testing my blood sugar it would go, if I ate bread at night like for a snack my sugar would be 
higher the next morning then it would be if I ate M&Ms. So I was, like, hello, I think I‘ll eat the M&Ms.‖  
I asked her where her health information came from, if not her doctor.  She said, ―Based on my 
experience.  I mean I‘ve read a lot of books on health and I know a lot of things that are healthy, so I 
know when I‘m eating foods that are and aren‘t healthy.  It‘s choices.  So I mean, I mean when I drove 
home from Illinois five hours and I was falling asleep in the car and I had the window open, so I wasn‘t 
surprised when I caught a cold after that even though I had the heat on, but the cold air so that I knew that 
was not going to sit right.  But that‘s how I decide what‘s healthy.  You know I know.  So that‘s how I 
know things are healthy, from my own experience and reading and a gut feeling.‖   
Neglected Bodies 
Ilene‘s sentiments were similar to those of other women with neglected bodies.  She said she 
hated her coverage because it never paid for anything, but she was afraid to go without it because of the 
cost of care and the stigma that was associated with being uninsured.  There were thirteen women in this 
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group, including three women who were on Medicaid (Table 8).  Seven had individual policies and four 
of these seven were enrolled in the Kansas High Risk Pool (KHIA), which charged them high monthly 
premiums, had high deductibles, and did not cover most prescriptions.  These four women‘s premiums 
ranged from $500 to $1,024 a month.  None spoke of copayments or coinsurance, but their deductibles 
prevented them from going to the doctor.  For approved providers, deductibles ranged from $2,000 to 
$5,000.  If they did visit their doctor, their high deductibles precluded the insurance company from ever 
paying a claim.  If they had a copayment or coinsurance, they may not have realized it. 
Table 8 – Demographic Information for Women with Neglected Bodies 
 Income Level Age Married  
# in 
Household Occupation Education Race 
< 5,000 28 Yes 5 Clothing Store Clerk < High School White 
< 5,000 46 No 6 SSI High School Black 
10,001 - 20,000 51 No 1 SSI Some College Black 
10,001 - 20,000 47 No 2 Sales Person 4 year degree White 
20,001 - 40,000 59 No 1 Services Coordinator 4 year degree Latino 
20,001 - 40,000 60 No 1 Box Office 4 year degree White 
20,001 - 40,000 62 No 1 Administrative Assistant Some College White 
40,001 - 60,000 60 Yes 2 Childcare Provider High School Black 
40,001 - 60,000 21 Yes 3 Receptionist High School White 
40,000 - 60,000 34 No 2 Pediatric Nurse Practitioner Graduate School White 
60,001 - 80,000 49 No 1 Registered Nurse Some Grad School Asian 
80,001 - 100,000 64 Yes 2 Job Coach 4 year degree White 
80,001 - 100,000 55 Yes 2 Book Keeper Some College White 
 
Two of the remaining three women had access to a group plan.  One obtained coverage through 
her employer.  On paper this woman‘s policy looked like that of women with managed bodies, but in the 
six years that she had it, the insurer never paid a single claim.  The insurer always denied her because her 
provider was out of network, even when she chose a provider from the company‘s Website.  She once 
appealed the rejection of a claim.  The second time around they denied her because the health problem 
she went for was a preexisting condition.  She wanted different coverage but could not afford to buy a 
policy on her own. 
The other woman with a group policy had it because the policy was a part of her retirement 
package.  The policy was good and affordable when she worked but once she retired the premiums rose 
and the coverage diminished.  She felt the premium, now over $300 a month, was still something she 
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could afford with her $40,000 to $60,000 annual household income divided between only her and her 
husband, but the coverage only paid for prescriptions and hospitalizations.  It did not cover standard or 
preventive care.  She sighed over her dinner at a local bar and grill and said,  
Well you don‘t want to because it seems like such a waste when you never use the insurance, all 
that money every month but at my age, well I‘m not getting any younger.  Let‘s just put it that 
way.  And who can afford to stay at the hospital. Medicare is going to feel like a raise. 
 
People were often forced to the individual market because they only worked part-time or were 
contract workers but some simply worked for very a small business or owned their own small business.  
This meant people who self-insured had a wide range of incomes, reflected among these women.  Annual 
household incomes began in the $10,000 to $20,000 range and ended in the $80,000 to $100,000 range.  
One woman was married to a dentist.  Another was a nurse practitioner who split her time between two 
practices, which made her a part-time employee even though she often worked more than forty hours a 
week.  One woman who was self-employed in sales explained that with the downturn in the economy she 
paid more in premiums than she brought home each month and relied on a trust for the difference and to 
cover household expenses.     
Eight of the thirteen women were white.  Three were black, one Asian, and one Latina.  The 
oldest was sixty-four years old.  The youngest was twenty-eight.  Excluding the four from the high-risk-
pool, annual household income categories ranged from $20,000 to $30,000 and $80,000 to $100,000.  Of 
all thirteen women, five had a four year college degree.  One completed graduate school.  Four were 
married.  One of the thirteen had dental insurance.  None had vision coverage.  Women in this group had 
several preexisting health conditions such as diabetes, depression, CVD, gastroesophageal reflux disease 
(GERDS), high cholesterol, and high blood pressure.          
   These women struggled when they had to see their medical provider.  Most avoided appointments 
unless the visit was absolutely essential.  After they went, they struggled to pay the associated bills, 
particularly if there were lab fees.  One used a safety-net provider.  The rest assumed these were only for 
the uninsured.  They also thought that safety-net clinics were for the indigent and thus provided 
substandard care.  All were grateful to have some kind of health insurance coverage because it gave them 
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access to the health care system.  They were afraid that without insurance they would be turned away 
from care providers including hospitals and urgent care facilities.  For these women, being uninsured was 
unfathomable. 
Bodily Neglect  
 The majority of women in this group were overweight or obese.  Of the three who were not, two 
were health care providers and one reported the highest income range that was reported for this group.  
The nutrition and exercise habits of women in this group were a combination of those found among 
women with other types of bodies, particularly those with managed bodies and forgotten bodies.  All of 
the women with neglected bodies worked.  Most had limited budgets.  Like women with managed bodies, 
these women shopped right after payday and then went to the store intermittently to replenish used-up or 
spoiled items.  Women with neglected bodies prefer easy to fix, previously prepared, frozen foods, but not 
all of them had enough money to afford them.  Poorer women with neglected bodies also relied heavily 
on simple, inexpensive convenience foods like boxed macaroni and cheese and fast-food.  
 Women in this category agreed with the women in the previous two chapters that the things found 
in processed foods were bad.  They were particularly critical of additives like preservatives and trans-fats, 
but only half indicated they had heard of high fructose corn syrup.  Four of the women with neglected 
bodies preferred organics.  One of the two women with the highest incomes explained that she purchased 
organic fruits, vegetables, dairy products, and meat regularly.  Two other women purchased a few organic 
items.  Ilene wanted to purchase organics but could not afford them.  All three of the latter women 
included processed foods that advertised they were made from organic products as organics.  For 
example, one of the women said she preferred Newman‘s Own Organic Pop Corn.  
 Those with neglected bodies were not overly critical of carbohydrates, although several told me a 
person must watch their carbohydrate intake.  When I asked what they meant, they included the same 
foods as women with managed bodies, which were processed grains.  Three of the women added sugar to 
the list.  One laughed and said, ―Well sugar of course. Everybody knows that refined sugar is a bad carb.‖   
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 Women with neglected bodies were more likely to indicate they indulged in foods that were not 
good for them over the course of our conversations.  Some brought up their bad food habits frequently as 
if trying to get me to admit I liked the same kinds of foods, so we could conspire together.  One talks 
about Hardee‘s for nearly five minutes one day before I explained there was no Hardee‘s in Lawrence.  
Later, she took me to Hardee‘s and we bonded over cheeseburgers with extra bacon.  She was the first to 
do this, but I ate a lot of fast-food and local greasy spoon fare with women who had neglected and 
forgotten bodies.  As long as I did it, too, it seemed okay for these women to admit they ate things that 
were deep fat fried, high in fat, and high in sugar. Sometimes it was our only option.  Three of the women 
were interviewed in Kansas City, Kansas, and there were no other kinds of restaurants around.  With one 
exception, women with neglected bodies always told me how unhealthy the foods were while we ate 
them.  One woman, who took me to a local hamburger stand, listed off all of the known risks for CVD as 
she salted her double bacon cheeseburger.      
 Only two of the women in this group belonged to gyms.  One with a gym membership was also 
one of the most affluent from this group.  The other was a pediatric nurse practitioner.  Both indicated that 
they exercised regularly.  The pediatric nurse talked about exercise frequently over the weeks that we 
interacted and in such a way that it appeared to be an important part of her life.  At one of our first 
meetings, she asked if I played racquet ball.  When I said that I did not, she asked if I wanted to learn.  I 
later found out that she played amateur racquet ball tournaments and placed in the last tournament she 
was in.  For the other woman, going to the gym was an important social activity where she could catch up 
with her girlfriends.  Other women with neglected bodies wished they exercised more, but regular 
exercise was too difficult with their schedules, energy levels, level of discipline, budget, or health 
concerns.     
Health Care Hangers On 
 
All of the women with neglected bodies indicated that they once had health insurance similar to 
the insurance of women with managed or cultivated bodies.  They were no longer able to obtain the same 
kind of coverage because they either no longer worked for a company that provided benefits or because 
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they had a group policy that did not do what it promised.  These women had medical debt.  They only 
visited a doctor when they absolutely had to, although the definition of ‗had to‘ varied from woman to 
woman.  They also feared a visit to the ER because of the cost and said they rarely had preventive 
screenings.  Some skipped treatments or failed to take prescribed medications because they could not 
afford them.   
Because these women‘s experiences with health care were so different from those of women with 
cultivated and managed bodies, the HMO/PPO distinction was not relevant for them.  Women in this 
group did not generally differentiate between HMOs or PPOs when we talked.  All but one discussed the 
difficulties with access to providers through a network.  One told me that for a higher fee she could see 
someone outside her provider‘s plan.   
Ten of the thirteen of women in this group had at least one serious chronic illness.  At least three 
had more than one.  Four avoided preventive diagnostic tests because they were afraid that such a test 
might show something was wrong with them they could not afford to treat.  Three had policies that would 
not pay for preventive health care.  One avoided any kind of diagnostic test because she hoped to change 
insurers and was afraid of a new preexisting condition that would make that impossible. One, the second 
youngest of the group, was allowed up to two diagnostic tests per year and usually used them to have her 
yearly well woman exam and general physical.  Those who feared a new diagnosis ranged in age from 
forty-nine to sixty-four years old.  The financial costs of diagnostic tests made them undesirable, but 
women indicated they could afford some screenings if they chose.  Based on their income, the low cost of 
basic tests, and the availability of many of these tests at events like health fairs, this was likely true.  
Other screenings cost more.  For example, a bone density scan was around $250, which was probably out 
of reach for those with the lowest incomes in this group, especially in light of what they paid each month 
for their premiums.  Marcia was a sixty-four year old job coach who trained and worked as a dental 
hygienist before she found what she called more fulfilling work.  She told me, ―Cholesterol, 
mammogram, bone density, I want to have them all, but what happens if something is wrong? I‘ve got 
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that $5,000 deductible.  When I get Medicare I‘ll get them done and go from there.  I‘m just holding my 
breath waiting for Medicare.‖   
Kristy was unable to afford preventive tests.  A fifty-five year old bookkeeper, she lost her job 
with a large firm and, with it, the associated benefits.  She worked in her husband‘s small landscaping 
business.  Kristy had a history of congenital heart disease.  She had several related surgeries and was 
uninsurable on the individual market.  Because of this, she ended up in the Kansas high-risk pool.  She 
told me that she wanted preventive tests, but the cost of care for even her acute health needs was often out 
of reach.  She could not justify paying for preventive tests when she had acute needs.  She talked about 
saving the money for a preventive appointment in the future, but then indicated she also needed to save up 
what she owed for past care.  She was embarrassed to go to the doctor‘s office while in debt to it.  She 
was unable to convince her husband to let her ask for charity assistance because he refused to let his 
family take a handout.  After she explained her situation and I asked when she thought she might see the 
doctor again she referenced a nondescript point in the future,      
Right now I‘ve been having a terrible time with sore throats and trying to get rid of them and 
it‘s just that time of year with dampness and the mold and that kind of thing. I need to refill all 
my prescriptions, but it is that kind of thing where it is almost too expensive right now, so I‘m 
trying the over-the-counter stuff so I can see if I can get it to work. I‘m putting off that yearly 
visit because of all the financial burden we‘re under right now. It is something I need to save up 
for because my mother died from breast cancer, so. It is just cost being so high and being 
embarrassed about owing money. 
 
You know a couple of them, the payments I‘ve been trying to make, they threatened to turn me 
into a collection agency unless I pay it all off when they wanted it, in three payments. I can‘t 
pay that kind of money off in three payments, just no way. You know, when you‘ve got a 
$23,000 bill on you, you can‘t pay it in three payments. That‘s all there is to it. So [hospital 
name] finally sent me something on the financial situation and my husband won‘t let me fill it 
out. So you know I‘m knocking my head up against a wall with him. 
 
I think he‘s embarrassed, but I don‘t think he realizes how bad it is going to be on our credit and 
the financial system. I don‘t think he understands that. I‘m the one sitting down and writing all 
the bills and everything right now and he just doesn‘t understand that. He says, ―Well they‘ll 
accept two payments of fifty dollars a month. They have to.‖ I said, ―No they don‘t have to.  
They‘re telling me they‘re not going to. They said they would turn me over to collections and 
that‘s what they‘ve done.‖ 
 
Kristy told me that over the past few years her weight crept up, which could cause serious 
complications for her heart.  She was unable to access a nutritionist through the high-risk pool.  Because 
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her husband obtained a policy before he had a preexisting condition, he was able to afford a better health 
insurance plan.  A year before our interview he had a major heart attack and had to have bypass surgery.  
As part of his treatment, his plan covered a nutritionist.  He refused to go.  At his doctor‘s request, her 
husband‘s insurer said she could go instead. 
I talked to them about what foods to cut back on and what good foods to get on. And he doesn‘t 
want to do some of it. He wants to do a little of it, but I‘m like okay, but you cut back here and 
you, I try the whole thing for me and I have that Cheerios for me every morning and if I have a 
snack, Cheerios. I think between the Cheerios and the exercise has made a big difference and 
trying to get that positive attitude.  
 
Angel is a fifty-nine year old services coordinator for persons with disabilities at a not-for-profit 
agency that once offered health benefits but, due to rising premium costs, could no longer afford to 
provide insurance for its employees.  She had been on the individual market for about a year with a policy 
that had an extremely high deductible.  Injured in a serious car accident years before, she had some mild 
issues with her left arm and foot.  When she bought the policy, they made her sign a waiver for anything 
related to the previous accident.  She did not know such things occurred before she purchased the plan 
and said, ―It shouldn‘t be allowed.  I got the insurance in case I ever had anything really serious come up 
for me and something that serious is more than likely going to be related to the accident.  I mean that‘s 
just the odds.‖  In the process of trying to find better coverage, she shook her head when I asked her 
whether or not she sought preventive exams.  ―No way; they find out I have a heart problem or there is 
something wrong with my eyes or God only knows what and I‘ll never get insurance.‖   
Kristen, a thirty-four year old, white nurse had a plan to cover her major medical expenses.  She 
was the woman with the plan that also paid for two preventive exams a year and is the racquet ball player.  
She said that she usually used one exam for a well-woman visit and one for a general physical.  This past 
year she said she used both for well-woman exams because there was a problem with her first set of 
results.  She did not think they would cover the second exam because it was a second exam for the same 
thing. 
I had to have two well-woman exams in a year and I thought oh they‘re not going to cover the 
second one.  I know they aren‘t going to help me out with any of that.  Let me just put aside 
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some money because I know I‘m probably going to have to spend x amount for this exam and it 
turned out they ended up providing more than I thought they would.   
 
 She was the only woman in this group to say something nice about her health insurance.  She also 
explained that at her age she was healthy and did not need to go to the doctor, so there was no real need 
for a more inclusive policy.  She admitted that she did not think she could afford one but hoped that by 
the time she was old enough to need something better, she would have group insurance again.  She was 
actively looking for employment with a health care provider that would give her a full forty hours a week 
instead of the twenty hours she had at two clinics. 
Kristen was lucky because she was healthy, but most of the women in this group were not as 
fortunate.  They not only needed the standard preventive care recommended for women their age, but 
those with pre-existing conditions often required regular visits with specialists to monitor specific systems 
as well.  All of the women in this situation said these exams were important, but not all follow their exam 
schedules as well as Ilene said she did with her A1C appointments.  Of course, Ilene‘s doctor would not 
provide her medication if she did not go, so she had an additional incentive to show up for these exams.  
Most said they tried to go and reported the most common strategy used to cut down on costs was to 
reduce their total number of appointments.  For example, if a woman was required to go every six 
months, she goes once a year.  Women also triaged their health care needs.   
Women with the higher incomes were more likely to go for acute health care needs as well as for 
appointments related to any chronic conditions they had than women in this group with lower incomes.  
Women with lower incomes said they tried to skip care on things such as urinary tract and sinus 
infections.  Instead they waited in discomfort for days in the hopes that whatever was wrong with them 
would go away.  For example, Janelle was a sixty-two year old, white office worker I found at the only 
truly free clinic in the area.  She thought she had an upper respiratory infection and hoped the doctors 
would write her a prescription for antibiotics.  She could not afford to go to her primary care physician 
and, because she was at a free clinic, was initially reluctant to admit she had insurance.  She said she was 
grateful to this clinic, which asked no questions about a patient‘s financial status.  Even though the 
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process for treatment was somewhat lengthy and uncomfortable, she knew she would eventually receive 
care.  We sat in an empty conference room.  Her voice was very quiet as she said,  
It wouldn‘t be a lot. I‘m not sure exactly, maybe $100 for the visit and $20 or $25 for the 
culture. Antibiotics are really cheap. They‘re like ten, you know, I think it was ten dollars the 
last time I needed them. But I‘m on a fixed income, semi-retired. I only work part-time and that, 
that‘s a lot of groceries really. 
     
When able to go, women with neglected bodies had doctor‘s visits comparable to those with 
managed bodies.  However, women with neglected bodies were even more reluctant to complain about 
their providers.  The biggest problem that the women in this group faced was their inability to afford 
health care.  They also told me that any doctor was preferable to no doctor because they believed their 
doctor was the key to the entire health care system.  Their doctors provided free medication, offered 
reduced rates or deferred payment plans, and wrote referrals that allowed them access to other doctors 
with different specialties.  Their doctors would not see them if they did not have health insurance, so they 
sacrificed for their health insurance.  It gave them access to medicine.  Women in this group said people 
without health insurance had no doctor and no access.  Ilene explained,       
I‘m almost to the point where I‘m going to come to the decision where I drop the risk-pool, but 
I‘m not going to lose my house over it [health care cost].  You know if I end up in the hospital 
somebody is going to pay for it. They‘re not going to kick me out.  I mean I won‘t get class A 
service, but I wouldn‘t get class A service anyway. 
 
As the above quote demonstrates, women in this group were also afraid that if something 
happened and they found a hospital that would take them, the cost would be so high they would lose 
everything they owned to pay for it.  Although many already had medical debt in the thousands of dollars, 
they feared debt in the hundreds of thousands of dollars.  Women did not go to the emergency room 
because their high premiums and deductibles made it impossible.  No matter how sick they were, they 
would wait for a regular appointment before they went to the emergency room.  ―If I go to the hospital, 
it‘s $5,000 right there.  Pop $5,000.  That‘s my deductible,‖ Marcia explained.   
Attitudes about Access 
Women with the worst coverage were conflicted about who to blame for their inability to access 
care and for the health care crisis.  Like women with cultivated and managed bodies, they saw that, with 
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the exception of the completely helpless, everyone was responsible for themselves.  Good people did not 
take handouts.  They pulled themselves up by their bootstraps.  Besides insurance granting them access to 
the health care system, this belief was another reason that these women worked so hard to maintain their 
coverage at such great personal cost.  Over time, they began to question their beliefs and blame the 
government for failing to control insurers. 
I‘ve just been begging, you know. I mean why do I worry about what the president can do? He‘s 
not going to change insurance. Nobody‘s going to be able to do anything with insurance in the 
time that they‘ve got. And I‘ve been waiting since Bush ran four years ago, since he ran four 
years before that because I‘ve been doing this individual self-employed thing for eight, for 
probably at least six years and it‘s never getting any better.   
 
They also feel socially abandoned in a culture where worth was based on wealth.  As she talked, 
the woman from above added, ―And with people, if you don‘t have the money the doctors and the 
hospitals are gonna take a look and say well so what you‘re alive.  Well, so what I‘m alive. I might as 
well be dead I don‘t have any money.  I don‘t have any way to do anything.‖  For many, feeling socially 
abandoned went beyond their inability to access good health insurance.  Women with neglected bodies 
were born to high social positions.  One woman was the daughter of a dentist.  Another was the daughter 
of an engineer.  They went to college, married well, and did what they were told they were supposed to do 
to maintain a good quality of life for themselves and their children.  Then, they became sick, divorced, 
lost their jobs, or, in the case of one woman, survived Hurricane Katrina.  They fell down the class ladder.  
Something most of the women with neglected bodies blamed on what they now identify as unfair social 
institutions.  Ilene explained,   
I used to say many are called but few are chosen. I think single moms are the new saints like in 
India, you know, they have the holy men that wander around, like they get married and they 
raise their families and then when their done with that it‘s time for their spiritual ride, so they 
put their yellow garments on and wander around and beg. Well in America we have the single 
moms who have to do the begging. You‘d be amazed at how many women will stay in an 
abusive relationship or a bad relationship rather than go out on their own because of how tough 
it is. I‘ve seen what they‘ll go through, but it‘s better if they leave. I‘m not a feminist, but most 
of the women that I meet that are like that end up out of their relationships.  
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System Solutions 
 
When asked how they thought the American health care system should be fixed, these women 
had one response.  Not all of them looked me in the eye and said it as unequivocally as Ilene did when she 
said, ―Socialist, I mean socialized medicine,‖ but not all had fallen as far down the class ladder, either.  A 
couple still earned high incomes or were married to men who earned high incomes.  While the reality of 
the health insurance market made them question their earlier beliefs about health care, they were not quite 
ready to throw out their whole worldview.  Still, they were ready for something a little more socialized.  
As she talked about insurance, Marcia said, 
I‘m going to tell you what. I don‘t know. We had this discussion with some friends the other 
night, with some friends, and he was saying to everyone at the table, ―Do you think you‘re 
entitled.‖ And part of me says, ―No, I‘m not entitled to that. If I worked I should provide health 
insurance, I should provide for myself.‖ But on the other hand then, I think wouldn‘t it be 
wonderful if everybody just got it, if everybody was, kind of like socialized medicine. And I 
hate saying that, but it is difficult for people.  
Release as Control 
In consumer-based societies, markets require that people engage in regular cycles of control and 
release behaviors.  Markets need control to enlist the hours of work needed for production.  They need 
periods of release so people will indulge and purchase the items that are produced (Bordo 1993: 199-201, 
Reischer and Koo 2004: 301).  While messages that encourage these cycles of control and release affect 
everyone, mass marketing, the deprivation caused by wealth disparity, and TV images that show the poor 
what they are missing create deviations in traditional patterns of control release.  The women with 
neglected bodies once had cultivated and managed bodies.  They felt their control slipping away.  They 
reacted to varying degrees by engaging in behaviors they identified as bad but felt good.  These women 
used their bodies to express displeasure at how society treated them.  The majority of women who openly 
smoked cigarettes were women with neglected bodies, followed by women with forgotten ones.             
 Women with neglected bodies were angry at society.  They played by the rules and society let 
them down.  Some were trying not to play by the rules anymore.  Others were not as concerned with the 
rules as they once were, particularly younger women who assumed they would raise their social position 
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again.  Instead of embracing the fact that the system failed them and engaging in discourse against it, they 
rebelled using its rules.  In so doing, they validated the system to those outside their position.  Women 
with cultivated and managed bodies did not look at Ilene and see someone who was once like them but 
went through a bad divorce and then raised two children on her own with limited support.  They did not 
see the bright, articulate woman who wished she could spend more time with her granddaughter.  They 
saw a fat, lazy, bitter woman who refused to do anything to help herself. 
 
 
162 
Chapter 8 --The Forgotten Body 
Introduction 
  Women with cultivated and managed bodies used health resources to try and attain the cultural 
ideal of the perfect body.  Although not always able to achieve this form with the resources available to 
them, these women were always able to access medical care when they needed it.  Women with neglected 
bodies were able to seek care when they felt they absolutely must but were often left in medical debt and 
were afraid to seek care for things they did not identify as life threatening.  Women with forgotten bodies 
had very limited access to health care.  All but the very youngest had disabling or potentially disabling 
health conditions, but only those with severe chronic conditions had what they considered a regular 
medical provider.  All recounted times when they needed care but were unable to access it.  Women in 
this group were aware of messages about the ideal body but found this body so far out of their reach that 
they rarely tried to do anything to attain it.     
Sharon 
 ―You know, I just couldn‘t ask for a better team of people. The doctors, the sisters because I‘ve 
gone down on them [fainted] when I‘ve been there and you know everybody‘s been super.‖  Sharon told 
me about the safety-net clinic where she received most of her health care as she readjusted her walker 
against the table in the large hotel diner where we had brunch.  She was short, obese, and had limp brown 
hair and small green eyes.  Several of her front teeth were black with decay and one was missing.  Her 
clothes were worn but clean.  Her movements were stiff and belonged to a woman much older than her 
fifty-nine years.  ―They keep a close eye on my eyes, my feet.  I have a problem with my one toenail on 
the right foot.  It wants to constantly break.  My left leg, I have a, I got bit by a recluse spider.  And this 
has been two years.  At first I went to [hospital name] and all I kept hearing at the emergency room was 
we need to admit you but you don‘t have insurance.  We need to admit you but you don‘t have 
insurance.‖ 
Sharon lost her insurance two years before when she lost her government disability due to some 
legal troubles in another state.  Since that time, she was refused health care repeatedly, primarily by 
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emergency rooms.  Sharon cleared up her legal problems, but in Kansas, doctors changed her primary 
disability diagnosis from multiple sclerosis to fibromyalgia, which was not considered a disabling health 
condition.  She did not get her benefits back.  When we talked, Sharon had a new application on appeal.  
She had other health conditions that might qualify her for disability, such as type II diabetes and related 
neuropathy, kidney failure, congestive heart failure, depression, back problems, and liver damage.  
Medications for one condition were usually contraindicated by another.  She explained, ―We‘re between a 
hard rock and a hard spot.‖   
Sharon was diagnosed with diabetes in 1998.  When she was on disability, she had the condition 
under control.  The doctor put her on Metformin but offered her no information about the disease.  After 
ten years of heavy medication use, the Metformin and diabetes had severely damaged her kidneys.  ―I 
would write down, you know, my numbers and stuff.  He would just look at that and want to increase my 
Metformin.  I didn‘t know anything about A1C,‖ she explained.  The doctors at the safety-net clinic took 
her off the Metformin immediately after they tested her kidneys and put her in contact with a nurse who 
specialized in diabetes education for the indigent.  Sharon saw the nurse at least once a week.  The nurse 
not only helped Sharon with lifestyle modification but gave her all of her diabetes testing supplies.  This 
was a big deal for Sharon because a box of 100 generic brand blood testing strips cost her around $50 at a 
pharmacy and $40 at Wal-Mart when she could get there.  She did not drive and had to rely on others for 
transportation.  She went through at least three strips a day.  Sometimes the cost of strips was higher than 
her grocery budget.  When she told me this she laughed a little and said, ―Eating comes first, you know.‖    
         Sharon was divorced and had two grown children who lived in other states.  Her daughter was on 
disability for bipolar disorder, a condition Sharon blamed on her daughter‘s ex-husband because he was 
physically and emotionally abusive.  Her son had had an intellectual disability from birth and lived in a 
group home.  Neither was in a position to help Sharon.  Before she went on disability, Sharon worked as a 
medical assistant and as a home health-aid.  Both were physically demanding jobs.  She had no real 
retirement savings but collected a small stipend from her ex-husband‘s government pension.  Otherwise, 
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she relied on an older sister, also on disability, and her father, who recently had open-heart surgery, to 
take care of her.   
Sharon accessed health care through the Catholic charities network.  She saw volunteers who 
spent a lot of time with her and offered what medical help they could with limited, mostly donated 
supplies.  Although this care was not enough to change her health trajectory, she could not express 
enough gratitude.  ―The Sisters of [name] and [Catholic clinic] paid for it. They have been so super.  I 
have, almost a $6,000 bill for [Catholic hospital] that they wrote off before that.  The only thing that they 
haven‘t written off is the three ambulance bills [through a private company].  And they‘ve now turned 
those over to collections.  I mean they were so nasty about that.  I asked them if they could, if there was 
any way of getting a grant or reducing it.  And [they said] ‗Well we can submit a hardship case and try to 
reduce it a little bit.‘  They reduced it $100.‖ 
When I ask if she had an opinion about how health care was provisioned in the US, she shook her 
head at me and said that it was not right.  She thought people who were sick ought to get care, period.  
She also said that she had never really thought about the political side of it.  She told me that people like 
her did not count much in politics but continued that she did not understand how people could call 
themselves Christian as they turned away from people who were in need.  ―It just isn‘t right.  It sure isn‘t 
what Jesus says in my Bible, but maybe they have a different copy than I got.  I know for sure that you 
aren‘t worth nothing without money.  It isn‘t as bad here as it was where I used to live either, but people 
are exactly how much they got in the bank.  I worked hard all my life, took care of everybody the same 
whether they had money or not.  I never sat around waiting for a handout and now I‘m stuck, and because 
I‘m stuck, I don‘t count.  I don‘t mind it for me so much anymore.  I‘m where I‘m at and I‘ve come to 
terms, but I worry about my kids and grandkids.‖  
Her health knowledge improved when she began to see the diabetes nurse.  The nurse offered a 
series of classes that she required people take to receive free diabetes supplies.  Sharon was a peer mentor 
in the classes and because of the education the nurse provided, read a lot of labels and looked for how 
many carbs, particularly sugar carbs, were in foods.  She also tried to avoid fats and stick with things that 
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were lower in sodium.  She did not seem clear on why she did these things, but she trusted the nurse who 
told her to do them and taught her how, and knew that they were important for her because of her diabetes 
and related health problems.  Sharon purchased predominantly processed foods that had long shelf lives.  
She went to the store with a list of items that she wanted and then compared the nutrition information to 
select the healthiest item.  She had the carb content of several of the foods that she bought memorized and 
told me these counts.  Sometimes she also knew the carb counts of the brands closest competition.  She 
said, ―And if you get the Special K you‘re only getting one carb [diabetes exchange] or nineteen grams of 
carbs, which is actually one carb and, you know, it‘s just a whole lot more healthier for you.  And they do 
have a generic of them now, which is a bit cheaper and it is just the same amount of carbs.‖ 
Sharon thought natural foods were better, but natural was something that was written on a box 
label.  It did not translate into ―foods closer to the earth‖ like it did for some of the women with cultivated 
bodies.  Sharon explained, ―I look for the natural but then I compare to see, ‗cause sometimes when it 
says natural if you look on down it‘s hidden, that word sugar is hidden down in there.  So I watch to see 
how much sugar is hidden in it.  And sometimes the word natural, there‘s more carbs in natural then there 
is in regular.  You know, I just really, that word carb plays a big role ‗cause my carbs turn to sugar.‖  
Sharon did not exercise.  She was not physically capable.   
Forgotten Bodies 
Sharon was unusual among the uninsured women I spoke to because she did not work.  Only 
three of these twelve women were unemployed (Table 9).  Two of the unemployed women volunteered.  
One at a clothes store where she received a small, under-the-table commission for items she sold.  The 
other was a volunteer at the Women‘s Center.  She was not paid but considered her work her tithe to the 
church since she could not afford to give money.  Four of the twelve women with forgotten bodies had 
applied for federal disability benefits.  All were turned down, three because they worked too many hours 
and were disqualified before their health was ever considered.  Two who had not applied for disability 
had illnesses on Social Security‘s list of disability-qualifying conditions but had not considered an 
application.  Five of the six women with potentially disabling condition were over forty, and the severity 
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of their conditions would increase with age.  Younger women who had not applied for Social Security 
disability also reported health conditions such as diabetes or back injuries that would worsen as they aged 
and could eventually lead to a disability application.  For a couple of these women, such a trajectory was 
likely without medical intervention. 
Table 9 – Demographic Information for Women with Forgotten Bodies* 
 Income Level Age Married  
# in 
Household Occupation Education Race 
< 5,000 42 No 4 Student/Volunteer Some College 
Native 
American 
10,001 - 20,000 24 No 4 Receptionist High School Latino 
10,001 - 20,000 60 No 1 Substitute Teacher Graduate School White 
10,001 - 20,000 52 No 2 Assisted Living High School White 
10,001 - 20,000 46 Yes 3 Home Maker < High School Latino 
10,001 - 20,000 20 No 5.5 Billing Clerk/Waitress  High School White 
20,001 - 40,000 58 No 3 None/Volunteer Tech. Certificate White 
20,001 - 40,000 35 Yes 4 Accounts Receivable High School White 
40,001 - 60,000 38 No 5 Hair Stylist Trade School White 
40,001 - 60,000 41 No 3 Demo Associate High School White 
  * Two women refused to fill out a demographic questionnaire 
 
Women without health insurance fell into two groups, those with and those without regular health 
care providers.  Six of the women said they lacked a regular provider.  All but five were under forty-years 
old, but they still reported a range of health problems from migraines to back pain and anxiety.  The other 
six had regular providers.  All of those with regular providers had a chronic health condition that required 
monitoring.  All of the women in this group sought care either from safety-net providers or the emergency 
room.  Those with a medical home found it at a safety-net clinic.  Two of the women with such a provider 
also saw a specialist arranged through their regular provider.  One saw a doctor who volunteered his time.  
The other had her bills paid by her extended family.  All of the women in this group reported unmet 
health care needs.  Almost all of them also reported a time they went to the emergency room for help and 
were turned away.   
 Eight of the twelve women were white.  Two were Latina; one was Black; and one was Native 
American, who was raised in a mixed Latino/Ukrainian household.  The oldest woman was sixty years 
old; the youngest was twenty.  Annual household incomes began under $5,000 and went up to $60,000.  
 
167 
One woman had a graduate degree, one a bachelor‘s degree, one was a student, and two graduated from 
trade school.  Only one had not finished high school.  Three were married.  An additional three lived with 
their partners.  Half had dependent children.   
None of the women with forgotten bodies had dental or vision coverage.  Most needed dental 
services.  Except when they were asked, none mentioned vision coverage.  Glasses were something they 
bought off the rack at local discount department stores like Wal-Mart.              
Forgetting the Body 
All but two of the women with forgotten bodies were overweight or obese.  The two who were 
not were in their twenties.  Generally, weight increased with age so that the most obese were the oldest.  
In terms of what they ate, women in this group were limited by their available money, time, and food 
preparation knowledge. They had small grocery budgets and shopped only right after payday because 
once their bills were paid there was no money left.  For most, this limited grocery shopping to once or 
twice a month.  Because their trips to the store were infrequent, women bought inexpensive staples with 
long shelf lives and stocked up on these staples when they went on sale.  These women rarely purchased 
fresh produce because they said it spoiled and was too expensive, but preparation time and complexity 
also played a part.   
  With limited time to split between work and family, women in this group relied on foods that 
were quick and easy to prepare.  They knew how to microwave, fry, bake, boil, and simmer.  Most 
learned to cook from their mothers or from food package directions.  They rarely used cookbooks or 
recipes, although they did sometimes use the recipes that were suggested on the back of prepackaged 
foods.  When I asked, women in this group told me they rarely if ever bought cookbooks because these 
were luxuries they could not afford.  Some of the women had difficulty reading recipes, especially if the 
recipes had unfamiliar cooking techniques or ingredients.  Unless they went out of their way to go to the 
library, these women lacked access to technologies that other women said they used to look up these 
things.  Almost all of the women with forgotten bodies owned a computer, but most did not have the 
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Internet because they could not afford the monthly bill or because their computer was infected with 
viruses and not useable, the case with Sharon.   
For women with forgotten bodies, natural foods were fresh, frozen, and canned fruits and 
vegetables, foods with whole wheat, whole grain, or natural written on their label, and foods that were 
cooked in a homemade way.  They relied on inexpensive, pre-made foods such as cereal, Pop-Tarts, and, 
pasta and, if made with at least some fresh ingredients, saw them as acceptable. The only foods entirely 
rejected were those seen as entirely chemical, such as artificial sweeteners, which caused a host of ills 
from diarrhea to brain cancer.  When I asked, these women did not know what high fructose corn syrup or 
hydrogenated oils were, although they knew they were bad, and did say they preferred items that were 
trans-fat free.  When they read food labels, they stuck to the front of the package and tried to choose the 
healthiest brand based on what the box said.  As Sharon explained, ―I always choose the healthy Pop-
Tarts,‖ meaning the Pop-Tarts with fiber in them.  Foods that took longer, such as homemade macaroni 
and cheese, were more natural and better, but women rarely had time or energy for these foods.  
Most of these women did not care for vegetables, with a few barely tolerable exceptions that 
almost always began with canned green beans and expanded to include corn, peas, and carrots.  During a 
discussion about food one woman told me, ―Most people here don‘t know what to do with fresh green 
beans.  That‘s why they don‘t go to City Market.  They don‘t know you can cook the fresh to taste like 
canned, maybe even better.‖  Women tried to hide the taste of vegetables in other foods, and took for 
granted this was the way they were eaten if eaten at all.  They assumed that most people did not like 
vegetables and that people who said they did were lying to sound healthier.  Fruit was also not mentioned 
favorably very often unless in reference to baked desserts.  Women tolerated fruit cocktail, bananas, and 
sometimes apples.  An exception was when one woman explained, ―I spend all that money for a little tiny 
thing of like strawberries and then they‘re gone in like two hours and then what?‖  Women also ate the 
fruit available at Keeler Women‘s Center.  Women with forgotten bodies did not take vitamins due to 
their expense.  
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Women with forgotten bodies could not afford gym memberships, although several said that they 
wished they could afford to join these facilities.  The gym they talked about the most often was the 
YMCA.  Three of the women who I interviewed were met at a nutrition class that provided women with a 
six month family membership to the YMCA.  YMCA rates were based on income and the women who 
discussed prices told me quotes that varied a great deal.  Women also had a difficult time obtaining a 
membership because they were required to either create an automatic monthly payment plan through a 
credit card or checking account or to pay several months of their membership in advance.  The 
receptionist at the YMCA said six months, but two interviewed women said three.  Even at three months, 
these women were unable to come up with that much cash. 
Women in this group talked about a desire to increase physical activity by walking around their 
neighborhoods.  All of the women with chronic health conditions were limited in what they could do by 
their health.  They were also limited in how much time they had and how much energy they had at the end 
of the day.  However, their single biggest complaint in terms of trying to increase their physical activity 
related to the weather.  In the summer it was too hot and in the winter too cold to go outside.  They did 
not consider in-door exercise when they talked about physical activity.  When I asked two of them about 
it specifically, they said there was not enough room inside their homes to really work-out.  
Access Denied 
Uninsured women were not health care customers.  They did not have managed or even neglected 
bodies.  Doctors did not provide them with control or open the door so they could access treatment.  
These women saw whatever health care provider would see them, when that person would see them, and 
were grateful for any attention they received.  These women waited the longest for their appointments and 
sometimes spent weeks trying to see someone because high patient volume and limited resources caused 
long wait times at safety-net clinics.  Some clinics required people to call to schedule their appointment at 
a specific time on a specific day because they were so inundated with calls they would have spent all of 
their time answering the phone and turning people away if they let people simply call in whenever they 
needed an appointment.  On the specific day and at the specific time, so many people called that the 
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women said they would spend the entire hour dialing and listening to a busy signal, a ringing phone, or  
waiting on hold terrified their call would be dropped and they would be forced to call in again.       
These women also spent the longest amount of time in reception waiting to see their health care 
provider, often more than an hour.  The women‘s wait time depended on how many patients were 
scheduled before them and how much time providers spent with each patient.  They did not complain.  
Instead they expressed gratitude that there were providers who would see them at all for the reduced rates 
they paid.  This does not mean complaints were not observed in clinics.  I saw several patients express 
discontent at the amount of time they had to spend in reception while at safety-net clinics.  However, the 
women who I formally interviewed explained that the amount of time they spent in the front office was 
equal to the amount of time they spent in the back and were okay with that exchange.  As Hope, a white, 
forty-one year old retail worker explained, 
Sometimes I have to wait an hour for him to get in there because I don‘t have insurance, but I 
spend maybe forty-five minutes or sometimes more with him directly. I‘m just guessing. We 
talk. He tells me that, well he really hasn‘t said I need to lose weight, but I know I have to lose 
weight. He hints at it, tells me to exercise, to walk.  It‘s just that when you stand all day. I‘m 
just exhausted. And then at night it‘s been so hot. 
 
Uninsured women unanimously reported the longest amount of time spent directly with their 
health care providers.  Sometimes their exams were only fifteen or twenty minutes.  This was most often 
reported for acute illnesses that required simple treatments like antibiotics, but even for these visits the 
providers often took the time to search drug store formularies to find the lowest price for their 
prescription.  Some of the women‘s appointments were also much longer.  With less access to 
technological tests and treatments than providers who saw insured patients, providers for the uninsured 
spent a lot of time discussing symptoms and advising women about behavioral changes that might help 
their problem.  In 2006 I shadowed a physician at one of the safety-net clinics women used.   
I spent the day with a doctor originally from Mexico who volunteered at the clinic once a week.  
The day I shadowed him, he saw a Latina woman in her early fifties who was probably diabetic but could 
not afford the lab work needed to test for the condition.  The doctor said he would try to make 
arrangements to have the test done, paid for by a Catholic charity, but it would take a couple of weeks to 
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setup.  Without the test, the doctor spent an hour talking to the woman about her symptoms and advising 
her about her diet.  As he spoke, he held her feet and gently ran his hands along them and her lower legs.  
This relaxed her, made her listen more attentively, and helped the circulation in these extremities.  After 
the visit was over she said she knew that she was not cured and that she needed to follow his directions, 
but she also said that she felt that he treated her and there was less sickness in her body.  She felt better.  
One woman explained,  
They‘re just there to take care of me where some of the doctor‘s offices, which is really crazy 
because I have been in the situation where I went to a doctor when I had insurance and they 
treated me like a number, but when I go to the clinic they treat me like they really care and these 
are people who volunteer their time, so they really want to help. They‘re not there for the 
money but the cause.  
 
Women with forgotten bodies had longer appointments with providers at safety-net clinics but 
also had a much harder time receiving attention at other health care facilities.  Nearly all of the women 
without insurance talked about being turned away from an emergency room.  For all but one, the 
emergency room was their provider of last resort, so they only went when they were in dire need.  These 
women said that they did not use emergency rooms regularly because they were afraid to accrue medical 
debt.  They were also embarrassed they had no health insurance.  Some assumed they would be turned 
away.  Before she was homeless, one woman spent several months moving from one friend or relative‘s 
home to another.  During that time, she worked odd jobs and had no health insurance.  She relied on the 
emergency room for primary care, but after a time even it grew out of reach. 
[Hospital] suing me now for $1,800 for when I was so skinny. I didn‘t have no iron and they 
had to give me two blood transfusions back in 2002. And then you get scared to go to the doctor 
because you can‘t afford it. You don‘t want to get sued no more. Take your income tax. Take 
your state taxes every year. Sometimes you, I got to the point where I quit going to the doctor 
for the [tumor] that he told me was as big as a silver dollar.  
 
While women with cultivated bodies believed uninsured women overused emergency room 
services, uninsured women only went when absolutely necessary.  Each uninsured woman defined 
necessity a little differently, but in general it was when pain was so severe it interfered with their ability to 
work, a fear that whatever was wrong would cause permanent damage to their body if left untreated, or 
someone called paramedics for them before they could ask the person not to make the call.  Cathy, a 
 
172 
white, thirty-five year old, collections agent told me about a time when she sought care because of pain.  
Not only was she initially turned away, but she was also left in debt.   
I had an injury. The doctor couldn‘t point out what it was, but I had a compound fracture and I 
have stenosis of the spine. I don‘t know what that is, so don‘t ask me please. I just know it is a 
narrowing of the canal. Apparently I have some discs that collapsed and pinched a nerve and I 
got to the point where I could not use my arm.  The pain was unbearable and then it got to the 
point that is was more than pain. It was numbness and weakness. I‘d pick up my fork ‗cause I 
am right handed and it would just drop and I couldn‘t even tell at first that I‘d dropped it. So I 
had to find somebody to help me ‗cause once again I couldn‘t work. I couldn‘t eat. I couldn‘t 
sleep. I mean it affected every single aspect of my life and I was living on pain pills, which it 
got to the point where the pain pills weren‘t, I mean, it was either you know take six to eight 
instead of your one or two and again in another couple of hours you‘re taking another five or 
something. I mean you‘re just eating them like crazy, which wasn‘t helping either. So I had to 
find somebody to help me.  
 
I went through a lot of problems and I‘m fighting with [name] hospital right now because I 
went there once, to the ER. Saw a doctor. He told me to get an MRI, you know, that kind of 
stuff. I went back a couple of weeks later because I was out of pain pills. I still hadn‘t been 
fixed. Nobody was seeing me. I needed help.  Everybody said go to [name] state hospital they 
have to help you. So I‘m sitting in the ER, a returning patient, and the charge nurse decides that 
I‘m seeking pain pills and leaves me sitting in her waiting room for seven hours. I saw people 
walk in there going (coughs softly), ―I need to see somebody.‖ ―Oh come on back.‖ So I‘m 
getting very angry so I go up there and I‘m like, ―This is crap I need to be seen.‖ ―Oh well we 
have all these traumas in front of you.‖ And I‘m like, ―I‘m sitting in your waiting room. No you 
don‘t.‖ Getting very angry. So then they charge me for an ER visit, so I‘m fighting with them 
telling them, ―Okay first of all after I left your hospital I went to [another hospital] and the 
doctor saw me and called the neurosurgeon. I had surgery four days later. That‘s how bad my 
situation was, so you‘re billing me. You want more money. I‘m sorry you didn‘t think it was 
necessary to see me. I don‘t think it is necessary to pay you.‖   
 
 Inability to move past a gatekeeper because the person believed they were there to obtain pain 
medication was common, but three other women were like Cathy and immediately went to a different 
emergency room after they were turned away from the first and received treatment at the second.  All 
three began at the same hospital.  Most of the women, regardless of their group, believed this hospital was 
run by the state and would see anyone.  They did not realize it changed to a for-profit hospital over nine 
years ago.  Lilly was also unaware of its change to for-profit status, but she noted a change in how 
patients were treated.     
[Hospital] has changed. You know you could be sick and go to [hospital] and they would see 
you no matter what.  Now that lady told me, when I was bleeding, that I had to go back to 
[hospital] and I didn‘t have any money to see the doctor.  The lady told me I can‘t see you 
because you don‘t have any insurance. They don‘t understand that when a person tells you that 
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and rejects you it is a hurtful thing.  I haven‘t been back to [hospital] since.  So I know how that 
goes, so it‘s been a different world and things like that. 
 
Lilly was told by the hospital‘s staff that they would not see her without health insurance.  
Hospital workers were not usually so forthcoming.  Instead, workers left women waiting until they went 
away on their own or confronted whoever was on duty as Cathy did.  While most of the people I talked to 
thought that this emergency room would see uninsured patients because of its supposed state status, many 
of the insured women I talked with in the area also told me that hospitals were only required to see 
someone if the threat of their death is imminent.  Women who reported such urgent care situations were 
more likely to say that doctors saw them when they went to the emergency room, but the care they 
received was limited.  Sharon had such a situation and went to the same emergency room as Cathy.  She 
was seen, stabilized, and then refused additional treatment because she lacked health insurance.   
At first I went to [hospital] and all I kept hearing at the emergency room was, ―We need to 
admit you, but you don‘t have insurance. We need to admit you, but you don‘t have insurance.‖ 
I heard that for four hours, the whole time I was in that emergency room that night while they 
was pumping IVs with antibiotics into me and then they sent me home with a bottle of 
antibiotics because I didn‘t have insurance. Then I hear well they can‘t do that. They can‘t treat 
you that way. Well, they did. I‘ve gotten the same treatment from [another hospital]. 
 
Then in March of this year I was going up the stairs up to, we lived in a different house, and I 
was going up the stairs to my bedroom and I was taking my laundry up and I was using the 
laundry as my walker and one step at a time and I started to feel like I was going to black out, so 
I was turning around so I could sit down and I blacked out anyway and I went straight back and 
went down the stairs and this is the wall and my head went like this against the wall. 
 
She used her hand to show me how the back of her head smacked into a wall and her neck was 
bent perpendicular to her body.  Sharon‘s sister was terrified Sharon was seriously hurt and called an 
ambulance.  They rushed Sharon to a hospital but not the closest one, which was the one where so many 
women reported they were refused care.  Instead the ambulance workers drove her to a charity hospital 
that was an additional twenty minutes away.  
My neck was sprained, sprained my wrist again, wrenched my back. He [the doctor] told me I 
absolutely had to stay on the walker and absolutely no more stairs. And I had a concussion. And 
I should be in the hospital for at least forty-eight hours but because I didn‘t have insurance they 
didn‘t hospitalize me and they‘re not supposed to be able to do that, but I don‘t have insurance. 
My sister went off. She says, ―You know I have heard that so many times.‖ And there‘s been 
times my blood sugar‘s been four and 500 that I should be in the hospital, but why bother when 
they are not going to do anything? You know all you hear is, ―You don‘t have insurance.‖ 
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The Emergency Medical Treatment and Active Labor Act (EMTALA) sets out the rules hospitals 
are required to follow when treating patients who do not have health insurance and cannot afford to pay 
for care.  The law states that emergency rooms must examine a person and, if a critical medical condition 
is found, stabilize him or her.  Once stable enough to transfer to another hospital, whether on his or her 
own or by ambulance, the emergency room is free to discharge the person.  Since 2003, hospital workers 
were allowed to inquire about patients‘ ability to pay, although they could not request payment before an 
exam (Black 2006: 7).  In 2008, the maximum penalty for failing to meet EMTALA regulations was 
$50,000 per incident for hospitals with more than 100 beds and $25,000 per incident for hospitals with 
less than 100 beds.  A hospital found not in compliance could also lose its contract with the Center for 
Medicare and Medicaid Services (CMS) (Medlaw.com 2008: on-line).   
Area emergency rooms referred women who could not pay to safety-net clinics.  Safety-net 
clinics referred women with hard-to-treat conditions back to emergency room because the clinics simply 
did not have the facilities to help.  Thus the sickest women with the worst health conditions become ping-
pong balls that were bounced back and forth between providers who either could not or would not help 
them.      
Only one uninsured woman, Sally a white, thirty-eight year old hair stylist, reported a good 
experience at the emergency room.  She was forced to go on three occasions because she was having 
chest pains and thought she was having a heart attack.  Each time Sally was diagnosed with something 
different, but she was always seen immediately.  Her visits were to a large urban hospital in Missouri that 
she often used as a primary care provider because she could not afford a regular doctor.  This hospital 
differed from others in the area because it also had several specialty clinics, as well as a general one, that 
saw patients for nonemergency needs.  As we talked, it became clear that Sally did not differentiate 
between the emergency room and the clinic and, for her nonemergency needs, went to their clinic.            
 Uninsured women rarely received preventive care.  For those under thirty years old, the idea of 
spending money to see a doctor to test for something that could cause a disease at some unforeseeable 
 
175 
time in the future was unrealistic.  They could not afford to go to the doctor for immediate care needs so 
spending money on future health was crazy.  When I ask if she sought preventive care, Helena, a twenty-
four year old, Latina receptionist, said no.  I asked if the mother of two had her well-woman exams and 
she said,  
Not if I don‘t have to I won‘t. I mean the last time I had it was a year ago [when she was 
pregnant], but I don‘t see myself going every year. It doesn‘t bother me because I don‘t prefer 
to put my legs up in no stirrups, so if I don‘t need to go. I feel that I don‘t need, I mean every 
single well-woman exam that I‘ve had always came out normal, so I don‘t feel that I need to go 
every year. 
 
When possible, they did go for prenatal care.  This required enrollment in Medicaid, which they 
reported was a difficult process.  Beth was an example of the difficulties women faced as they attempted 
to obtain government coverage.  After her miscarriage, Beth went to a woman‘s clinic near her home for 
follow up care.  She was still on Medicaid.  They did an initial pelvic and asked her to come back for a 
follow-up exam in six months, afraid she would need additional treatment.  At our interview she told me 
that her Medicaid coverage ended and she could not afford the appointment.  ―I was supposed to make a 
short-term follow up at about six months or so, which I‘m about do for and called him.  I don‘t have my 
Medicaid anymore ‗cause it was temporary, for while I was pregnant.  They [the doctor’s office] are way 
too expensive for me.‖  I asked if she thought she would go somewhere else, a safety-net clinic perhaps, 
and have the exam.  ―Sometime I‘m sure. I‘ll get it done sometime.‖   
Uninsured women over thirty and without chronic conditions also lacked preventive care.  This 
was not because they did not want it but because decisions on how to spend money were based on 
immediate needs.  Cathy explained, 
So I have to, me -- myself, I have to make a decision do I put gas in my car or do I go to the 
doctor? Do I put food on the table or do I go to the doctor? Well, everything comes before the 
doctor. Unless it‘s just, you know, like how I ended up at [safety-net clinic], interfering with my 
job. You know I had to make a choice and so I had to go to the doctor. 
 
 I asked if anything besides cost prevented her from seeking preventive care and she said, 
No, not really, just the cost. The cost of it and some doctors you know when you tell them that 
you are self-pay they say, ―You know, okay we‘ll discount it by so much.‖ But most of the 
offices aren‘t really. You know to me $60 to walk in the door to me, I‘m sorry that‘s not a 
discount. Especially for me when I have insurance I was only going to pay you a $20 copay 
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anyway. Which I understand you‘re getting paid from the insurance you know, but you know I 
would think it would be less. I‘m a poor person, you know. 
 
 When I asked about this in reference to specific conditions, Cathy lamented her inability to 
receive services and admitted that not knowing about her health concerned her, 
When I had insurance the high cholesterol yes.  It wasn‘t, he said I was just two points over. I 
haven‘t been back since obviously. I have changed, not completely, but I‘m hoping that with 
what I have done on my own I have brought myself back down or I‘m level or you know that it 
doesn‘t go up. Actually it does [cause her concern].  It does all the time. Because I know high 
cholesterol makes clogged arties makes the heart go bad. 
 
 Cathy was unique for her category.  Without insurance she could not access a nutritionist on her 
own but was able to see one with her obese daughter who was on Medicaid.  The appointments were 
supposed to focus on the daughter, but the nutritionist recognized it was not possible to change the child‘s 
habits without changing the parent‘s and also spent a great deal of time talking about Cathy‘s diet.  Cathy 
had more knowledge about what she should eat than other women in this group, but she still did not have 
the ability to eat the way she should.  
You know how there is WIC for women and children, it would be nice if there was some kind 
of program or some kind of store like Aldies or something where you could go and get your 
healthier foods because I love whole foods, but I can‘t shop there [it is too far away]. I mean I 
can‘t. So that would be wonderful if there were some kind of program because I think that 
many-many people besides me would so benefit and they would do it. You know, they would 
do it. 
 
Uninsured women over forty without chronic conditions resisted diagnostic procedures because 
they were afraid of the results.  Those with serious health conditions were much more likely to receive 
appropriate preventive care because their primary care providers were more aware of what assistance 
programs were available and made the arrangements to see that they had it.  The care itself was often 
sporadic because it was based on transitory charity programs, research studies, and grant funded projects.  
These women said they wanted it because they were afraid of secondary conditions that would exacerbate 
what was already wrong with them.  These women told me there was a lot of stress associated with 
receiving their results, which were rarely benign.  Sharon used preventive care services when they were 
available to her but was upset when she was unable to access treatment after she received her results. 
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[Safety-net clinic] pays for it and they found, last women‘s exam, I had had a problem with 
discharge from the breast.  Dr. [name] did some tests. She expressed some of the discharge and 
they sent it off and it come back with cancer cells so she sent me to Dr. [name].  He‘s over by 
[name] hospital.  He is a sweetheart. He‘s really sweet. The Sisters of [name] and [safety-net 
clinic] paid for that and I had to go in for breast biopsies on both breasts. They cut a lot of tissue 
out and I had pre-cancer cells there.  I‘d just as soon they took them off now than wait, but all 
they can do now because I don‘t have the insurance, all they can do now is wait.  If the 
discharge gets dark again then I have to go back in for more breast biopsies. 
 
 Sharon was sure that if she had insurance at the time, she would have received the surgery.  
Without insurance, there was no way for her to afford what she was told was an $8,000 operation.  She 
waited for the discharge to change color again and for the cells to show cancer.  She hoped when they did, 
and she was certain they would, the Sisters would still help her access treatment. 
Uninsured women often believed there were pills or treatments that could solve all or most of 
their health problems but, because they could not afford them, they could not access them.  These women 
never mentioned providers who overprescribed, but their providers were aware that they could not afford 
a lot of medication.  This sometimes placed the providers who treated them in a bind.  When I asked 
whether patients asked for medications they could not afford at the safety-net clinic where she worked, 
one nurse told me,    
That is such a problem because I know [other nurse’s name] the adult provider sees these 
patients all the time. They come in and they have their high cholesterol, they have their high 
blood pressure, they have high lipids. They think, ―Oh I can take a pill and it will magically 
disappear,‖ and they don‘t change anything in their lifestyle. 
 
 When I asked her to draw a picture of someone at risk for and someone diagnosed with CVD, 
Helena vividly showed that pills cured this disease (Figure 10).  With on again/off again Medicaid 
coverage, Helena had not had coverage for a year.  She complained of health problems but avoided 
safety-net clinics out of embarrassment.  She was also overweight, had a family history of diabetes, and 
knew little about nutrition except that fast-food was bad.  As she drew the picture in Figure 10, she asked 
if she could draw a prescription bottle for someone diagnosed and said, ―If anything you‘ve stopped 
eating the hamburgers and the fries and put some pills in your body now.‖              
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Figure 10 
A Person “At Risk” and Diagnosed with CVD 
 
 
Safety-net clinics had people on staff to try and sign their patients up for pharmacy assistance 
programs when their medications were expensive and needed frequent refills.  Program acceptance was 
always a gamble.  Some also had long application forms that had to be filled out monthly.  Individuals 
were approved one month only to be declined the next.  Unlike women with insurance, uninsured women 
rarely received samples from their providers.  Workers at safety-net clinics said they wanted to offer their 
patients samples but did not have them to give.  Kristen is angry about the unfairness of this,  
There is a little girl that has asthma. She‘s Hispanic. They don‘t have any insurance and they 
can‘t afford her inhalers. So I was scrambling around trying to find something that I could help 
her with cause it‘s really dangerous to not treat your asthma. And I was finally able to find some 
kind of coupon at another clinic that I work at for a free inhaler. And I was able to give her a 
free inhaler because of that, but it‘s really interesting to me. I also work in a private practice in 
[suburb name] where it‘s all insured. They don‘t do any Medicaid. They don‘t do any uninsured 
and they have a closet full of samples, of medication samples for patients that really don‘t even 
need them. And then you have a place like here, where patients really, really need these 
medications. And I don‘t know why there is such a disparity in that. 
 
After a moment she independently suggested that the reason safety-net clinics received no 
samples was because company representatives wanted to send them to people who would buy the 
medication after they tried it. ―I don‘t know if it‘s just the drug representatives, you know, want to give 
medication to people who can afford to get it again.‖  The last time that I was at the safety-net clinic 
where she worked, I saw a flyer in the break room that showed the clinic had invited a pharmaceutical 
representative to come for lunch, provided by the clinic.  Everyone was required to attend.        
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Attitudes about Access 
 
Women with forgotten bodies were either so caught up in their daily struggles that they did not 
have time to think about who was responsible for the difficulties they had accessing health care or blamed 
the government.  The anger they felt toward the government was different than that of the women in 
Chapter 7.  Women with forgotten bodies viewed the government as an extension of society, a tool meant 
to provide a safety-net for those in need.  One woman explained, 
I know this is kind of farfetched, but I see all the money that we‘re spending on war and once 
that even the veterans when they come back they don‘t get the proper healthcare either. You 
know, but they‘re over there and then it makes me wonder about their families and I just think 
that our society, I mean you look at all the different other countries, for instance you got 
Canada, or like my Dad when he went to Ireland, he fell down into the bathroom and he needed 
seven stitches and he had to go to the hospital and they only charged him a dollar a stitch and a 
lot of the people are covered there and he thought that was really great and I just think that our 
government could do more. 
 
 While she looked toward the federal government for assistance, Sally directed her anger toward 
the state.  When I asked her about health care she said, ―I think it‘s terrible.  I think that, put it this way, 
Matt Blunt has messed up a lot of Missouri people as far as being able to get Medicaid or anything like 
that.  He‘s really hurt the disabled.  He‘s hurt children.  He is an ass; he is.‖ 
System Solutions 
Women with forgotten bodies wanted government run health care.  Several were trying 
desperately to access it through government disability programs.  These women were less likely to call 
such programs socialized medicine but simply referred to them as government care or as health care in 
other countries.  All were aware that the US was the only Western nation that did not provide universal 
care.  They talked about the good things they heard about programs abroad, programs they heard about 
from on-line friends or from friends and family who had traveled abroad.  Lisa, a fifty-two year old 
former high school janitor who quit work to take care of her mother after her mother had a stroke said, ―I 
play Backgammon on the computer from all over the world and that was what the people from Norway 
were telling me, that they get vacation and they were like two weeks, what and then I have a friend on 
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there and he‘s a computer genius from London and sometimes he will call and we‘ll talk about the 
differences in health care and it just doesn‘t make sense for one of the strongest countries.‖ 
Structural Violence 
 
Health inequality is a form of structural violence or violence inflicted on people due to unfair 
social institutions.  In societies that are extremely unequal, a culture of indifference prevails that deflects 
attention away from the ill and is perpetuated and expressed in the rationalities that are used to manage 
disease.  ―This culture of inequality facilitates a pathogenic biosocial spiral of socioeconomic exclusion 
and deteriorating health‖ (Nguyen and Peschard 2003: 448).  Such a spiral is documented in the US.  
Statistically it is seen in a disability gradient that runs across the socioeconomic spectrum where the poor 
are more likely to become disabled (Minkler, Fuller-Thompson, and Guralnik 2006).  Ethnographically it 
has also been shown through the stories of people locked into their social place by cycles of illness and 
marginal unemployment (Sered and Fernandopulle 2006).    
 Although many analyses have explored this among people excluded from the system, structural 
violence is not only experienced by people at the bottom.  It requires the ideological support of those at 
the top who embody it as well (Rylko-Bauer and Farmer 2002: 493).  Women at the top cultivated their 
bodies to exhibit higher social position.  Women in the middle tried to mimic women at the top and in so 
doing legitimated the idea that people could control their health.  As women began to slip down the 
spectrum they grew angry at the system that was beginning to exclude them.  Instead of speaking out 
against it, they embraced bad behaviors associated with poor health and perpetuated the system even 
more.  Finally, women at the bottom were left to do the best they could with their health with the few 
resources available to them on the fringes and no time or energy to complain.  These women did not try to 
cultivate their bodies.  Sometimes they said they wished they could lose weight but usually added it was 
not possible.  The only thing they had that set them ahead of the women with cultivated, managed, and 
neglected bodies was that when they finally were able to find care, the people who administered it did so 
because they wanted to help and emotionally invested themselves in the women.   
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Chapter 9 --Desire and Deviation 
Introduction 
 Women who cultivated their bodies cultivated to exercise control.  The strict diets they followed 
and their disciplined workout regimens were ways to cope with their daily lives (Nichter 2000: 149).  
These women said they were in control and drew images to reflect it.  Women with managed bodies 
bought things to help them control their lives and exercised control in how they selected products.  Their 
control was not as pervasive as women with cultivated bodies and sometimes they complained that they 
were not given enough, but generally they felt like they were in charge of their lives.  Women with 
neglected bodies felt their control slipping away and were scared.  They rebelled by engaging in what 
they identified as poor health behaviors, which for them was a kind of choice and made them feel in 
control again.  Women with forgotten bodies told me repeatedly that they were out of control.  They 
cried.  Some were dying because they had been denied the health care that they needed.  They looked to 
society to offer them control but were often left without it.   
 The word control is thrown around a lot in the social sciences and public health.  It was the 
dominant theme in women‘s interviews.  Looking at how women used this word showed that for them 
control was about the future.  It was reserve capital, the symbolic potential for upward mobility.  That 
upward mobility is the most important aspect of American ideology makes control more salient, but even 
with ideology removed women sought control because with it they knew that they and their children 
would be okay.  This chapter explores what it meant to be okay and not okay in terms of repression and 
social solidarity through the experiences of four women.   
Not Looking at this Right      
 It was late afternoon in early December.  The sun was just beginning to set, creating long 
shadows that fell heavily across the large mahogany table in Stacy‘s formal dining room.  She sipped 
from a can of diet soda and told me about recent events in her life.  A carpet saleswoman in her late 
forties, Stacy was hit hard by the economic downturn because her income was dependent on commission.  
A bad economy meant decreased sales, which meant that for the past few months she had paid more in 
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premiums for her and her eight year old son‘s health insurance than she earned.  The difference between 
them, as well as the money she and her son lived on, came from a trust her father set up before he died.  
As she wiped away tears, she told me that the money from his trust was nearly gone.  Besides recently 
being used to supplement her income, she said she also spent money from the trust to pay for her college 
education and for her beautiful home in an upscale suburb.  She explained that she only had around 
$60,000 left.  She hoped to use the money to partner with a friend and open a liquor store, banking that 
such a business would still make money even during hard economic times.  She then talked about how 
much she spent on her health insurance and how hard it was to keep it.    
I pay $1,024 every month. It‘s hard to think if I can even make the payment every month. I‘ve 
had to actually sell stocks to afford health insurance. You know they hear you‘re in a high-risk 
pool and, you know, you‘re struggling to make ends meet right now and then they‘re going to 
cancel you and you have no place else to go for insurance. You‘re just SOL [sorry out of luck]. 
Then you get to, you know, just trying to find the money because I just had surgery. Didn‘t 
know my insurance had been cancelled. My son, he was born with cardiomyopathy and he has 
to have a heart echo every year and has to do major things at Children‘s Mercy and has major 
surgeries just about every year for the last seven years until this year. And it‘s like with how 
much medical care cost, I may as well write it going bankrupt.  
   
         Because of the economic downturn, Stacy‘s social position was tenuous, though she was not yet 
in active free fall down the class ladder.  Stacy was born into an upper-middle class family of physicians.  
It surprised her that she could not maintain her social position with the combination of her inheritance and 
education.  She understood the precariousness of her situation and offered insight into how her political 
and social views changed as her circumstances deteriorated.  Although initially a fiscal conservative 
opposed to increased taxes and government health care, Stacy was at a crossroads.  The rumors she heard 
about bad government care in other countries sounded better than the care she had in the US with her 
expensive insurance.  Unable to reject her worldview in its entirety, she struggled to explain her new 
beliefs using the frame of her old ones.   
Something has got to be done. Just to live, I‘m sitting here thinking right now I need to sell my 
house. I really, you know, having to sell your house, needing to sell your house to be able to 
afford healthcare. Oh, it doesn‘t matter if you don‘t have any place to live but just pay your 
healthcare. You know it‘s not good and in a way, I‘m the furthest thing away from a socialist 
but a lot of the way it‘s handled in Europe and in Canada it may not, if the government was 
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going to pay for it and they said this and that I might look at going to some of those doctors, but 
I don‘t see anybody doing anything for me and why do I have to let them [the insurance 
company] choose who I go to when I have to pay them $12,000 a year. 
 
Stacy identified inflation and the depressed economy as the reason for her diminished social status.  
She said that the recent economic events were extreme and brought a lot of media attention to a problem 
that, among normal people like her, had existed for years.  She explained that it took a long time for her to 
deplete her assets to their current level.  She then listed off a string of terrible events that recently 
occurred in her life and included the loss of a job with the promise of better benefits, the death of her 
brother, and a serious physical injury that limited her ability to lift product samples.  It was clear from her 
haggard appearance and the disarray of her carefully decorated home that all of these things took a serious 
toll on her psyche.    
Stacy was a single mother.  Her son‘s father was ―in the picture, but he isn‘t.‖  She received little 
social or familial support and knew that if she was unable to make it there was no one for her or her son to 
fall back on.  Her fear for her son was palpable as she wiped away tears.  Because she began towards the 
top of the social spectrum and was slowly slipping down, Stacy could see how the system hurt all of the 
people in it.  When able, she said that she utilized a number of types of care similar to the procedures and 
treatments that were used by the women who cultivated their bodies.  In one moment, she questioned 
whether or not body cultivation was really necessary.  The next, she longed for the resources to engage in 
cultivation attempts.  She was also used to being at the front of the line for health resources and having to 
wait for or even forego care was a shock.  Stacy railed against her doctor for failing to treat her like a 
customer one minute and questioned the legitimacy of a system that determined people‘s inherent value 
based on their fiscal worth the next.   
When we stepped outside so Stacy could smoke a cigarette, a habit from her teen years that she 
said she gave up until recently, this tall relatively thin woman quietly admitted that she had lap band 
surgery to try and reduce her weight two years before.  The surgery was a failure because she could not 
afford to complete the procedure.  Because she was thin, I was surprised.  I asked her why she felt it 
 
184 
necessary to go to such an extreme.  She said, ―I‘ve watched my weight all my life.  I mean I‘ve fought 
my weight all my life.  I‘ve always been aware, been made aware.  It‘s continually, it‘s brought up 
continually around me.‖   
Stacy‘s admission that she had ―been made aware‖ of her weight all of her life suggested that her 
need to cultivate her body was a social value inscribed throughout her childhood and into her adolescent 
years.  When I insisted that Stacy was too thin to need surgical intervention, she laughed and said that she 
needed help with the fifteen pounds she gained while pregnant and could not lose even after eight years.  
Our conversation was an example of fat talk, or ―informal dialogue in which individuals express body 
dissatisfaction‖ (Britton et al. 2006: 247).  For women, fat talk is a ritualized behavior that is learned at 
least as early as adolescence and that serves several social purposes from displaying modesty to showing 
one‘s comprehension and acceptance of cultural norms (ibid., Nichter 2000).  Fat talk is not indicative of 
behavior (Nichter 2000: 47).   
Among adolescent girls, fat talk is also a sign of distress.  It is a way for them to tell their friends 
that they feel out of control in an ambiguous way.  Ambiguity is necessary as the determination of exactly 
what is bothersome is sometimes difficult.  What is bothersome is often embarrassing, which is why girls 
do not want to mention it directly.  For example, a girl in a locker room might say she is fat because she is 
embarrassed to show her body (Nichter 2000: 47).  It would be equally embarrassing to point out that she 
is showing her body.  A girl about to eat something that is unhealthy with a friend will say she is fat in 
order to acknowledge and apologize for her indulgence.  Girls are able to read one another and contextual 
cues to interpret the meaning of each other‘s fat talk, so they can utter appropriate, affirmative statements 
and mitigate the initial speaker‘s distress (ibid: 48).             
The rapid succession of negative events in Stacy‘s life, her disclosure of them, and the fact that 
our conversation occurred while we stood on her porch surrounded by Halloween decorations in the 
fading December light so she could smoke a cigarette, suggested Stacy‘s statement was meant to convey 
that she felt out of control.  That she actually said so earlier and would say so again in a few minutes 
helped confirm my assumption.  Stacy did not think the use of lap band surgery was excessive, because it 
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was an important aid to help her reestablish control.  Among some adult women dieting is not simply a 
means for losing weight.  It is a mechanism for imposing control over daily activities and in so doing a 
sense of control over life (Nichter 2000: 149).  The use of surgical intervention, particularly a lap band 
which, after placement, requires a person follow a regimented diet that limits not only how much she can 
eat but what she can eat, when she can eat, and how long she has to chew, is a way for Stacy to gain 
control over part of her life and her body with the assistance of a surgical technique and, she hoped, a 
surgeon.  Stacy wanted a healer who would help her.  It did not work out the way she hoped,  
I had the [lap band] surgery done on Friday. My throat closed on Saturday, and I couldn‘t get 
anybody at [doctor‘s office] to return my calls. And I would never ever pass them on to 
anybody because nobody called me Saturday to check and see how I was. I tried to call on 
Saturday to tell them I was having a problem and I paged and paged and paged. Nobody ever 
called me back. I finally got the doctor‘s number at home and called him at home. He bitched 
me out for calling him at home. I went to [hospital name] on Sunday, sat in their waiting room 
for over three hours, threw up in the hall by the cafeteria because there was nowhere to go there 
were so many people waiting there. I threw up into a grocery bag lying on the floor. They 
finally said we can‘t have you out here doing this, so we‘re going to put you in here. I was like 
thank you very much now that I‘ve been throwing up for two hours. I was hospitalized. I was 
released on Thursday. I was stuffed in a corner room with a lady on dialysis. I had no light. It 
was a very depressing place.     
 
Stacy finished her cigarette and we headed back inside.  She stopped before an oil painting in her formal 
hallway.  It showed a simplified image of the desert at sunset.  It was her favorite picture and it brought 
her peace.  If she had the money, she would move west because the desert gave her a sense of calm.  We 
sat back in the dining room.  She told me about all of the healthy things she used to do and her friends 
still did that she wished she could afford.  Things ranged from designer diets to expensive vitamin 
regimens.  Stacy explained that she knew losing weight would not completely eliminate the need for other 
health related behaviors but aside from smoking, which she promised to quit when her life was calmer, 
excess weight was the worst thing for a person‘s health.  She thought the lap band would help her take 
care of her weight.   
Stacy was one of my final and most pivotal interviews.  Without her, I am not certain I would 
have understood women from the cultivated group.  Stacey was a lot like Jenny except that Jenny made 
over $300,000 a year and Stacy made between $10,000 and $20,000.  Jenny was also alone in the world 
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with the exception of her children.  Jenny‘s sons were her joy but were dependent on her for survival.  
Like the father of Stacy‘s son, Jenny‘s ex-husband was not dependable.  Jenny added that besides not 
helping financially, he was passive aggressive and added to her stress.  Jenny‘s sons provided her with 
love but did not mitigate her need for control.  Instead, they accentuated it because she had to take care of 
them.  As we talked, Jenny explained that there were worse sins than being fat.  She told me a story about 
a woman who started a Fortune 500 company, profiled in one of her magazines.  The woman sold the 
company and went to live at a spa for four years because, the magazine said, she deserved it.  The article 
mentioned that the woman had a minor child.  Jenny said, ―I don‘t like to be judgmental, but who 
abandons their child for four years to live at a spa?‖  Jenny felt her most important job was to raise her 
children with every possible financial advantage.  There was no one to fall back on if she was not 
successful.  She felt stressed and out of control.  She dissipated those feelings by accepting social 
messages about how she should look and using products and services to exercise control over her body.  
As we talked she told me that since her sons were older and beginning to prepare for college, she was 
planning to quit her high-stress job.          
Even with her reduced wealth, Stacy tried to exercise some control over the food that came into 
her house.   As with many of the women with lesser incomes, she focused on how foods impacted her 
child over herself.  She avoided processed foods, particularly anything with hydrogenated oils, high 
fructose corn syrup, or other added sugars.  She said her son ate fresh fruits, vegetables, and lean proteins.  
Like women with managed bodies, she sometimes bought processed foods because they were easier on 
her budget and her time, but there was a more complex process that went into her deciding which 
processed foods were okay. She explained, ―It kind of depends on what it is.  I‘m going to go by a 
Lunchable and it‘s processed, but I look at it as being meat and cheese and that‘s healthier, you know.  
It‘s not a fried food.  You know, definitely Spam is processed, but it also has protein in it and that maybe 
what somebody can afford. You know it all again goes on what you can afford to live.‖ 
  As she told me about the risks for CVD, she listed all of the usual suspects such as being 
overweight and high cholesterol and then started to talk about her son.  He was born with a heart problem 
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that led to his having multiple open heart surgeries.  His first surgery took place when he was an infant.  
She told me that sometimes she wondered what she did while she was pregnant to cause the defect 
showing that although she was able to recognize behavior was limited by income, she still blamed people, 
and herself, for their poor health outcomes.  She explained that even though the doctors repeatedly 
assured her that his problem was genetic and not related to the uterine environment, she still could not 
help herself from wondering if there was something she did wrong to ―bring the disease on him.‖ 
 Our conversation turned again to medical treatments and medication commercials.  I asked what 
she thought of the ads for medicines that she saw on TV, thinking that like the other women I talked to 
who lived in her neighborhood she would tell me that ads were a resource.  I was surprised when she said, 
―I think they are confusing.  I don‘t think they are right to be saying, ―Ask your doctor.‖  I mean I ask 
them and they‘re like, ‗Well, Stacy you‘re doing Lipitor for this-this-this and this.‖  But they don‘t, I 
think they are very confusing and I think a lot of times people can‘t get that medication, or it‘s too 
expensive for them to get and they can‘t afford it.  And so they think they‘ve got some medication that is 
going to help them and then they can‘t get it and can‘t afford it and go into a major depression.‖  I asked 
if this had happened to her.  She did not answer for a while, studying the top of her diet Coke can.  When 
she finally spoke, she questioned the entire premise behind body cultivation. 
I think it is a very, like you know, you know how people talk about cancer, well, you know, 
people only lived in the Little House on the Prairie, they only lived to be a certain age. Maybe 
our bodies really only were meant to live so long. Maybe all this additional medicine that we 
give people and medication and direction, maybe we‘re not supposed to. I mean what really is 
God‘s plan? And I‘m not a hugely religious person. I‘m more spiritual than I am religious, but I 
mean what if we don‘t have the answers. 
 
Not all of the women moving down the social spectrum waivered back and forth between questioning 
body cultivation one moment and completely buying into it the next.  
As Bad as I Want to Be 
―She wants me to come in for blood work and stuff to do a write up, but I did not go because 
what if she found something wrong?  I‘m not gonna.  I can‘t deal with it because of no insurance, so I‘d 
rather not know.‖  She starred at me from across the 1950s-style chrome and white Formica table and 
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talked about her last appointment with a nurse practitioner at a nearby safety-net clinic.  We were in a tiny 
greasy spoon on the outskirts of Kansas City, Kansas. They only accepted cash and all of the food on the 
menu was prepared on a single fry-grill at the front of the restaurant.  Catherine turned her attention to her 
plain, white coffee mug, adding three packets of sugar and two plastic thimbles of cream. She was a 
heavy set woman in her late fifties with long, wavy blond hair streaked with gray and white. She talked 
fast but in a warm way that quickly put me at ease.  Her lined, freckled face spoke of years in the sun, or 
what she called that California lifestyle, without protection. ―Does it worry me that something might be 
wrong with me?  No, it doesn‘t worry me.  It just doesn‘t.  I don‘t know why.‖  
Born and raised in Kansas City, Catherine did not talk very much about her early life.  She talked 
about her work as a teacher at an inner city school in Los Angeles (LA) and the time she spent in college 
earning her master‘s degree in education.  She told me about the trips she took all over the world with her 
students at a private high school before she decided to go back for her master‘s.  Semi-retired, Catherine 
moved back to Kansas City because she had no one in LA and wanted to be closer to her siblings and 
their children after she ―burned out‖ in the LA school system.  By selling her LA home when house prices 
were at an all-time high, Catherine was able to buy a nice house in an upscale suburb for cash and sock 
away what seemed like a large sum for her retirement.  After a year it became clear the money would not 
last her the rest of her life.  To help stretch it out, she worked as a substitute teacher and was embarrassed 
to admit she earned only $13,000 the previous year.  She added in a quiet tone that her job offered no 
benefits.  When I asked why she did not take a full-time teaching position in Kansas City, she explained 
that she could not find a job due to her age. ―They see you as temporary,‖ she said.  The turn of events 
frustrated her.  She said repeatedly throughout the interview that this was not her.  ―I have a successful 
life,‖ she said over and over again. 
Catherine had not had health insurance for nearly two years.  When she taught school in LA, she 
had Kaiser or ―very good health insurance.‖  Catherine ―heard a lot of negative things about Kaiser,‖ but 
she liked it.  ―They were testing me all the time. You know let‘s check this and let‘s check that.‖  She also 
―didn‘t pay for anything, doctor‘s appointments or anything.‖  Not having insurance left her, ―totally 
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freaked out.‖  She was too young for Medicare and ineligible for Medicaid.  I asked if she sought 
individual insurance on the private market.  Catherine answered, ―It‘s too expensive and I‘m cheap.‖  Her 
voice quivered when she said it.  For a woman her age in perfect health, available policies had an average 
deductible of $2,280 and average monthly premium of $280.  That made the annual cost $3,360, or 26 
percent of her annual income, before she ever saw a doctor.  She would also have to pay for all of her 
health care until she met the deductible.  It was likely her insurance would also be more expensive since 
Catherine was not in perfect health.  She had high blood pressure and depression, which could 
significantly raise her premium.  These conditions might even have precluded her from qualifying for 
individual insurance.  When she looked into individual insurance herself, it was not just the price but also 
the physical examinations that companies required that deterred her.  She explained, ―Well once I get a 
job and get insurance, if I have a preexisting condition, I already have two you know, I don‘t want any 
more.‖ 
Catherine was in a safety-net clinic to obtain a new prescription for her blood pressure medicine 
when we met.  Later during her interview, she talked about her appointment.  She appreciated that the 
nurse practitioner looked up and found a place where Catherine could buy her prescription for $4.  She 
also liked that when the nurse found out Catherine had not had blood work in a couple of years, the nurse 
pressed her to come back for a workup.  Catherine did not plan to return for a second visit because she did 
not want to know if there was something else wrong with her.  She emphasized that she would have the 
work done if she had insurance and added, ―I did my yearly checkups every year.  I had my cholesterol 
checked. It was always under 200 but who knows now.‖ 
Catherine thought that everyone had the right to health insurance they could afford but, beyond 
that, was not particularly cognizant of current health care debates. When I asked if health care was an 
issue she would vote on in the upcoming election, she said that she had no plans to vote.  She thought it 
was a meaningless activity.  Catherine worried about emergencies. She worried about the high price of 
care and the possibility that she could lose her house if something serious happened to her, but the easiest 
solution was to avoid thinking about it and to avoid care.  I asked if there was ever a time when she was 
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faced with a health emergency and had to go to the doctor.  One had not come up recently but, years ago 
when she also lacked health insurance while in graduate school, she ended up in the hospital. 
I had ulcers so bad. I was in ungodly pain for two or three years or something you know, but it 
was like…I didn‘t go to college until I was forty-one and I just didn‘t want. I didn‘t have 
insurance at the time and I didn‘t want to go.  I didn‘t want to take the time, so pain doesn‘t. 
Pain is pain.  So eventually I got to the point where I was humongous and I hadn‘t excreted 
anything for weeks and I went to the doctor.  I went to the hospital.  They were going to put a 
tube down my throat to see what was going on and I woke up and they said, ―Well, you‘re 
staying in the hospital.  We could not get the tube past your throat.  You‘re full of food.‖  What 
happened, I had had ulcers so many years that there was one on each side of the opening of my 
stomach and over the years they had healed and scar tissue…had flamed up and healed and scar 
tissue.  They grew, the scar tissue grew together and no food was leaving my, there was no exit 
to my stomach, and so they had a…I had to sit in the hospital for four weeks with a tube in my 
nose draining out the food and then four weeks later they could operate on me because they 
really couldn‘t know what was going on until they could operate.  And so they had to take out 
half my stomach but that‘s what happens…and I don‘t go to the doctor. 
 
Catherine understood good nutrition and how to live a physically active life.  She was trained by 
the LA school system in a program meant to improve student health.  Like nearly all of the interviewed 
women, Catherine categorized disease risks into things a person could control and ones that they could 
not.  Of controllable risks, exercise and food had the most influence over CVD.  Exercise was ―good for 
your bones and your muscles and that‘s what keeps your body moving.‖  Catherine said that she walked 
―every day so that I can keep my bones and, you know, my body, so I walk every day.‖ After she said it 
she stopped and played with her fork for a minute.  Then she said, ―Well, not really.  I haven‘t walked 
lately, but I‘ve been working in my yard.  If I had the money, I would belong to a health club and go work 
out cause I used to do that.‖  She belonged to a gym in California where she worked out at least three but 
more often four times a week.  She also ate a healthy diet.   Now, she purposefully engaged in what she 
called ―the worst‖ health behaviors.  She identifies fast-food as the worst food and then added that it was 
her primary source of sustenance.  She ate it every day, usually twice.  The rest of her food came from a 
dollar store.  ―These are choices we make in what foods we buy,‖ she said, emphasizing her choice to eat 
poorly. ―If I had an apple or potato chips sitting there, I‘d eat the potato chips.‖  She added, 
When I had health insurance I went [to the doctor] every year. You know I got all the 
required checkups every year. I went to work out. I ate fruits and vegetables like mangos. 
I really like mangos. I did the whole ball of wax. I just won‘t do it now. If I get health 
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insurance I‘ll get back on the routine, you know. I‘d get yearly checkups. I‘d do the 
whole thing. 
Catherine was a mature, intelligent woman, something she liked to point out, but her words were 
the words of an adolescent trying to alert the adults around her to a need for support.  That she repeatedly 
told me about her self-destructive behaviors in a provocative, even lurid way suggested she wanted 
someone to reach out to her with concern.  When I asked her to draw someone at risk for CVD, she drew 
Figure 11 and said, ―That would be me.  This is me.‖  She also talked about a time she went to an 
expensive private physician in the area who was an old family friend.  She hoped he would help her with 
her high blood pressure but during their appointment, he never said anything about it or her weight.  
Instead, he told her that she looked ―like a healthy specimen‖ and billed her for a double appointment 
because they spent so much time chatting about their shared past.  Catherine‘s voice was bitter as she 
recounted the story, but her attempt to find care from someone that she knew was suggestive.   
 Figure 11 
Catherine 
 
Catherine was classified as a woman with a forgotten body, but she was not unlike women with 
neglected bodies in that she wanted attention for bad behaviors.  She felt alone and socially abandoned.  
She did not like Kansas City because she was not as close to her family as she thought she was in 
California.  Her nieces and nephews grew to teenagers while she was gone and did not have time for her.  
Her friends were over a thousand miles away.  She was in a deep depression, ―I‘m so depressed here that I 
hardly get out of the house.  I have depression really bad so, just here, I can‘t hardly function.‖  She 
explained that it was because of her depression that she made poor health choices. ―I think my depression 
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influences it a lot because I don‘t care about myself, my well-being, my health.  It‘s just too much effort 
to take care of myself.‖  
Catherine always followed such statements with one that expressed guilt over the effect her death 
would have on her sister. She felt that it was ironic that her sister, who was eight years younger, was 
obsessed with her health even though Catherine did not ―give it the time of day.‖ Her sister had excellent 
health insurance and ―a billion things wrong with her. She‘s allergic to her blood. She has a blood disease. 
She has migraines. She has all kinds of things wrong with her. She goes to the doctor all the time.‖ Her 
sister was devoted to converting Catherine to a more health-conscious lifestyle but had so far failed to 
affect her. ―I think it‘s funny and she just, it irritates the shit out of her that I‘m like I am. It just irritates 
her to death and I get tired of hearing her health stuff and it‘s really bizarre.‖  
When I asked Catherine if her younger sister supported her, she said no and was critical of her 
sister‘s demands on her time and energy.  Catherine explained, ―She‘s a lot younger than I am and when 
our mom died she kind of put me in that place, in that role.  I wanted to be there for her, but it‘s always 
about her.  Everything is always about her.‖  Catherine bristled at her sister‘s demands but then felt guilty 
and imagined what would happen if her poor health behaviors caught up to her and she died.  She did not 
want to cause her younger sister pain but needed support herself and was unable to be her sister‘s sole 
emotional caretaker.  Catherine explained, 
You know what happens, happens.  You know you‘ve got to die of something, but I‘m eight 
years older than her and I would feel really bad if I croaked on her because she was devastated 
when my mom died.  She was way devastated and she‘s not over it yet when my brother died 
seven years ago.  She‘s not married.  We‘re single and we‘re all we have.  I feel bad about that.  
I feel real bad about that, that I don‘t take care of myself because of her. 
  
 Catherine wanted someone to see and care about her.  She needed to know that she mattered.  She 
showed that she was angry about the way her family and society treated her and tried to obtain attention 
through self-described bad behaviors.   
Remembered 
Lisa did not fall down the ladder in the same way that Catherine did.  Lisa started out further 
down and never climbed any higher.  She also never engaged in the good health behaviors that Catherine 
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described from her life in California.  Lisa was fifty-two years old and dying from liver failure.  
Diagnosed with hepatitis C, she thought she contracted the disease while working as a janitor at a local 
public school.  There was no way to be sure, which made any kind of financial assistance with the 
condition, or restitution for it, impossible.  Laid off from the school, Lisa was now a live-in caretaker for 
her mother who had several strokes and needed constant assistance.  Lisa was paid by the state but had no 
access to benefits.  She applied for disability but was turned down because she worked too many hours.  I 
asked if she appealed.  She answered no but planned to reduce the hours she reported.  This would mean a 
pay cut but since she lived with her mother would not mean less work.   
Besides hepatitis, Lisa was also obese, had a thyroid problem, type II diabetes, and high 
cholesterol.  She was only able to receive treatment for her thyroid condition because of the poor 
condition of her liver.  She also has corneal dystrophy, a condition where lipids or cholesterol 
accumulated on the cornea of her eye.  Treated with drops or surgery, full recovery was normal but, 
depending on the type of dystrophy, transplantation was sometimes required.  Lisa needed surgery to 
scrape her corneas and may have required a transplant as well.  It was sometimes painful when the excess 
cells were scraped off of her cornea by her eyelid, but her primary concern was that she might go blind.  
She already had a hard time driving and counted on others to give her rides.  The nurse practitioner who 
acted as her primary care giver through the safety-net clinic where we meet referred her to the hospital for 
tests and to a number of specialists for her conditions.  Lisa could not afford them.                
I need Medicaid. Just like today, these are my eye drops and this is $60 and I‘ve had to be on 
those since the diagnosis, well the end of May and my procedure is not until August 8 and you 
know at four times a day it doesn‘t last long.  And I‘m on two eye gels. They‘ve put me on 
thyroid medicine, and I‘m on something they gave me some for depression too. 
 
Lisa‘s body was in bad shape.  She described herself as a person who did not think she had to 
grow up until she was forty years old.  When she was younger, she drank, smoked, and ate bad foods.  
She believed that her body was paying for it.  She knew she needed thousands of dollars‘ worth of care 
and recently spent a lot of money on her health, so much that it seemed unreal.  I asked how she paid for 
the care.  She did not.  Her family paid.  Lisa was married once for a few years, but it did not work out.  
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She never had children, but she had four brothers.  They worried that if her medical bills were left unpaid 
she would not receive the care she needed, so they paid for her treatments with their credit cards.  She 
paid them back a little each week to help with the cost but knew it was not enough to scratch the surface.   
Lisa felt indebted to her family for more than just the money for her treatment.  They also spent a 
lot of time with her and helped her with the day-to-day tasks that were a struggle.  She was especially 
close to a sister-in-law who drove her around.  As we talked, Lisa explained that her primary care nurse 
told her to do several things to help improve her health.  The things she was supposed to do were major 
lifestyle changes that people often took years to implement.  She did them all within a couple of months.  
Lisa was not naïve enough to think they would change her health trajectory.  She knew that, in Sharon‘s 
words, they were between a rock and a hard place, but she planned to live long enough to pay her family 
back.   
Before she saw the nurse, Lisa ate ―fast food and then fried food and a lot of, lot of potatoes and 
things like that.  Like have a hamburger, fry it, and fried chicken and sausages and breakfast.‖  When she 
tried to lose weight before, it never worked. 
Well when I was younger I was always I kind of weighed around 125-130, but then when I 
turned thirty-five I just started gaining and gaining and then I tried every kind of program there 
is, but I‘ll be good for a couple weeks and then I just can‘t get a program to stick to it. And then 
in the last couple years I just feel like I‘m hungry all the time and I don‘t know if that has to do 
with these other issues or it‘s just part of depression or what it is. 
 
After she talked to the nurse, Lisa changed her diet.  She needed to lose the extra weight that 
contributed to her diabetes.   As she described her new diet, she showed me her kitchen.  The food 
matched her words.  It was full of whole wheat and whole grain breads and crackers, fresh and frozen 
fruits and vegetables, and lean cuts of fish, chicken, and turkey. 
I‘ve started eating breakfast. I eat oatmeal with skim milk and I eat some whole wheat toast and 
then for lunch I have some tuna or chicken or turkey and then some cottage cheese and some 
fruit with that. Maybe a little snack in between with some fruit or maybe some sugar free or low 
fat yogurt and then for supper eat some either…I like chicken breast. I cut it up in these big 
chunks and spray a skillet with Pam and then spray a little Parkay on their and it gets quite a bit 
of flavor. And then cottage cheese and I have mixed vegetables like broccoli and cauliflower 
and things like that. 
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Her sister-in-law drove her to the store and helped her pick out her groceries.  Lisa also exercised 
more.  Family members came over and walked with her around her neighborhood.  She really enjoyed 
walking but, because of her deteriorating vision, could not go out alone.  The support of her family, in 
paying her medical bills, driving her places, and walking her around the neighborhood, contributed to 
Lisa‘s overall wellbeing.  Since her succession of diagnoses, her mental health improved dramatically.  
Her family, better diet, and increased physical activity may not have been the only contributors.  Like 
most of the women with forgotten bodies, Lisa had depression and took medication provided by a 
pharmacy assistance program.  It was possible that some of her change in attitude was due to this 
diagnosis and resultant prescription but that was not the case with Roberta. 
Part of a Community 
Roberta was a forty-two year old part-time college student and volunteer receptionist at a 
women‘s community center.  She grew up in the heart of Kansas City, Kansas, and lived there all her life.  
A Native American, she was adopted as an infant by elderly parents who immigrated to the US from 
Mexico (her father) and Yugoslavia (her mother).  Her mother died when she was fifteen-years-old and 
her father, left in extreme despair, disappeared from her life for several years.   Roberta went through a 
series of short, bad relationships with older men until she found herself pregnant at fifteen.  She married 
the father of her child, but the marriage lasted just long enough for her to have the baby and become 
pregnant again.  To support her two children, Roberta worked a number of low-skill, dead-end jobs.  
After the children were in elementary school, she married again and had two more back-to-back babies.  
Her second husband stayed only a little longer than the first.  Although he could not handle domestic life, 
he helped out financially when able and, as their youngest child prepared to graduate from high school, 
they remained friends.    
Rebecca criticized people who quit work in order to access benefits from the state.  Roberta 
explained a time when she had to make such a choice, but it was not as straightforward as Rebecca 
imagined.  Roberta recalled,    
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I was a mechanic at [company], but their insurance was so high and it didn‘t even cover 
dentistry. And I couldn‘t get on a program for my kids, you know for the Healthwave or 
whatever they have because I was making $14 an hour. And the problem with it, I had four kids 
and even though, it looks different on paper from what it really is in reality. You know because 
you have to pay rent and utilities and clothes and food and for four kids and the two were right 
after each other so I had two in diapers and two on formula. It was really hard. I had a hard time 
getting all those bills paid and everything. 
Roberta quit so her children could go on Healthwave and would be able to go to the doctor.  She also 
looked for a better job that had accessible benefits, which she eventually found.  Throughout the course of 
our conversations, Rebecca repeatedly emphasized the importance of children but always in such a way as 
to imply that people on government benefits did not care about their kids as much as people who worked.  
Rebecca‘s logic did not correspond to Roberta‘s life.    
Roberta had a difficult life but retained an open mind and heart as well as optimism about her 
future.  During one of our conversations, she confessed that she was not always so upbeat.  Two years 
before we met, she was more than a hundred pounds overweight, depressed, and having a hard time just 
leaving her house.  She did not have health insurance and could not remember the last time she did.  
When I asked, she said it was sometime in the 1990s, perhaps 1992.  She also said that when she was 
depressed, she thought she could not afford to go to a doctor in her community.  As a Native American, 
Roberta had free access to the clinics offered by the Bureau of Indian Affairs, but the closest one was 
nearly an hour away.  She did not have a car or the money required to pay someone to drive her.  Her 
health was very bad.  Without intervention, she believed she would have died.  She explained, 
I just recently, when I came to the Women‘s Center they gave me the address and phone 
number to the clinic, but before that I was really, really sick because I had the thyroid that I 
wasn‘t taking care of and so my hair was falling out and I was like gaining weight rapidly and I 
got to the point that I couldn‘t even breath because this swells up and I got a goiter. I guess I 
was diabetic and didn‘t know, so when I did go to the clinic they told me it was a good thing I 
did go when I did because if I would have waited I probably wouldn‘t have been able to live 
through because not to many people realize how dangerous thyroid is. A friend, she was telling 
me that a friend of her mother went into a coma from having thyroid, hyper-thyroid. Since I‘ve 
been there I was about 200 pounds and on my way to the death bed. That was about two years 
ago. And I‘ve been, you know, the doctor tells me to exercise and everything. We did yoga 
classes here, me and my daughter. My doctor is giving me advice telling me the things that I 
need to do to be healthy. 
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 Roberta turned her life around because of the Sisters at the women‘s center where we met.  It was 
the Sisters who helped her find a local clinic that saw her for a reduced rate of $15 a visit based on her 
income.  The Sisters also gave her information for a program that provided her with eye glasses and, once 
when she needed it, with emergency financial assistance.  They also helped her apply for a scholarship to 
a local Catholic community college where she began classes for a degree in early childhood education and 
signed her up for the center‘s classes on nutrition and physical education.  More importantly, they not 
only told her they wanted her to come back, they gave her bus passes so she could. 
When I came here I was a mess. I kid you not. I was a mess, but they helped me, straightened 
me out and made me feel like I belonged and I look forward to coming here now. I look forward 
to getting up in the morning. And that‘s what did it. I mean you have to have someone who, I 
mean my kids care about me, but they‘re getting older now. They don‘t need me as much 
anymore. You have to feel like, that‘s what‘s important, you have to, you have to look forward 
to your days, not just, not just, and it was like they thought I was important when I didn‘t think I 
was important. 
 
 One of Roberta‘s experiences at the clinic highlighted why the support of the Sisters, and not just 
the health care that they were able to help her access, was important.  Nearly all of the women I spoke 
with in the neglected and forgotten groups who could access some form of health care provider had a 
diagnosis of depression and a prescription for anti-depressants.  Often their anti-depressants were the only 
medication that they could access.  When Roberta arrived at the safety-net clinic, she was immediately 
diagnosed with depression, given a prescription for anti-depressants, and assistance filling out the 
paperwork for a program offered by a big pharmaceutical company to supply low-income individuals 
with medication.  Initially she took advantage of the program but found the medicine had terrible side 
effects.  When she learned it was also addictive, she refused to take it again.   
Roberta asked her doctor what to do about her depression.  Her doctor said she needed to exercise 
more and eat better.  The doctor helped her develop a plan, but she added that she was already working on 
that through the classes at the center.  She laughed a little and said that she really just needed people to 
care about her like the Sisters care about all of the women who came in.  When I asked Roberta if she 
thought the medical care made a difference in her behavior, she explained that it probably did but also 
said that she still needed more medical care than the archdiocese clinic was able to offer, ―I still need x-
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rays on an x-ray on my back because I was in a car accident. Well there‘s a lot of services that [clinic 
name] isn‘t able to carry.‖  She planned to go to Tribal Health Services when she had the money for the 
car ride.  She also worried a little because she felt dependent on the prescription for her thyroid and 
thought that Wal-Mart would someday end its $4 prescription drug plan.  
I asked her if there was anything else she needed, and she was hesitant because she did not want 
to sound like she was complaining.  Finally she admitted that she needed access to dental care and she 
was missing a number of her back teeth.  She looked sad as she said that when she lost some of the teeth 
the dentist told her they were salvageable through root canal, but she could not afford the $500 procedure 
nor did she have the money for the crown required at follow-up.  Having each tooth pulled cost her $20.  
She had the $20.  Subsequently she had trouble with a number of foods, particularly fresh fruits and 
vegetables that were crunchy.  She also had terrible summer allergies. In the late summer months it was 
not uncommon to see her with puffy, red, watery eyes.  She took over the counter medication but was 
unsure which was best, especially with her other health conditions. She could not afford to go to the 
doctor for something so basic.  Roberta also showed me a scar that ran from the tip of her left thumb nail 
to its cuticle.  The base of the cut reopened and a little bit of puss oozed out. She could not afford to go to 
the emergency room for stitches when it happened and, because of that, it never healed properly.  
  Roberta made an effort to improve her life and herself because she had hope.  She saw a better 
future for herself, a life that she wanted to be in.  More than that, Roberta belonged to something and 
someone greater than herself.  Although there was no outward expectation for Roberta to repay them, the 
Sisters sacrificed their time and emotional energy for her just as she sacrificed her time and emotional 
energy for the futures of her children.  She was now part of their family, or community, and as such had a 
certain obligation not to waste what they gave up for her.  I met several other women at the center who 
recounted similar stories of feeling adrift until they found the Sisters who made them feel whole again.  
The Sisters were not always successful, but when someone cared about them, women were more likely to 
care about themselves. 
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Women want a Healer  
Interviewed women were disconnected.  They were separated from each other, from their 
families, and from the rest of society.  In their disconnected state, those that could tried to fall back on 
their health care providers who they thought should connect with them and heal them body and soul.  
While women often talked about their health in terms of control and their metaphors centered on ideas of 
body cultivation, they did not outwardly say they wanted to cultivate their bodies when they sought care.  
They said they wanted someone to make them feel better when they were sick, make sure they did not 
become ill when they were well, and someone who helped them fight off the deterioration that came with 
time and, when they had it or were at risk for it, chronic disease.  All of the interviewed women had a 
clear picture of their perfect health care provider and generally this person was always the same.      
 I never saw Marcus Welby, M.D., a television show on ABC from September 23, 1969 to July 
29, 1976.  I did not know it existed until three women over the age of fifty mentioned it to me as they 
talked about the kind of doctor they wanted.  While other women did not reference the show directly, 
when they described their ideal provider they described its title character.  Dr. Welby was different even 
from the other television physicians of his day.  Turow (2009) reported that, while other medical dramas 
focused on acute care needs, Welby dealt with patients who had long-term health problems.  He had a 
holistic approach that helped him heal people psychologically as well as physically.  Marcus Welby, M.D. 
was the most popular show on television for several years and numerous fans wrote the lead actor for 
personal advice, but the show also generated some controversy.  Feminists worried that Welby controlled 
his female patients too much; and doctors felt the fictional physician made them look bad because it 
raised patient‘s expectations too high.    
 It is likely that many of the women I spoke with either no longer had a direct recollection of this 
show or, for those who were born after 1976, simply never saw it.  But the idea of Dr. Welby lodged itself 
into popular consciousness.  Callahan and Berrios (2005: 16-24) explained that many people believe most 
general practitioners in the 1950s were a version of this wise, caring, patient-centered doctor.  The fact 
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that historical records show that the character was more fiction than fact, even then, is irrelevant.  Dr. 
Welby became the iconic version of a good doctor.      
When women described their perfect provider, it was always a doctor.  When asked, they said a 
nurse practitioner or physician‘s assistant was an acceptable replacement if they received the care they 
wanted and the person worked closely with a physician.  What they wanted was someone who would 
spend time with them.  They wanted at least fifteen minutes, but thirty minutes was better.  Women 
wanted someone to sit with them, talk to them, and find out what they thought was wrong with them 
before their exam began.  They also wanted a provider that remembered their name and, when 
appropriate, the names of their children.  They wanted someone who knew who they were and why they 
sought care in the past.  Teri said, ―I want a doctor I feel comfortable being naked in front of.  Is that too 
much to ask?‖  Even Jenny who was hyperfocused on controlling her own care, wanted a doctor who 
knew something about her.  
I would love to have a physician who knows everything about me and is very comfortable with 
the fact that I go and get what I need from wherever I need it.  I mean I‘m the one who 
coordinates everything for me right now, which I will continue to do, but I feel a little disjointed 
like there isn‘t a doctor who knows anything about me.  I mean my history and stuff like that. 
 
 When I began my research I thought that a woman‘s relationship with her health care provider 
would be the most influential factor in determining her health behaviors.  I assumed that women with 
good insurance would have access to good doctors who spent long periods of time with their patients 
telling them what to eat, how often to exercise, and in general supporting their patients in these efforts.  I 
did not anticipate that women with the best health insurance treated their providers like cosmetologists, 
jumping from one specialty to another to access the treatments that they thought worked best for them or 
that women in the group below primarily used their health care providers as sources of personal validation 
and accepted even mediocre treatment as long as the doctor told them what they wanted to hear and wrote 
appropriate prescriptions.  I never dreamed that the women with the closest relationships to their 
providers were women without insurance who had chronic diseases and who, aside from their 
aforementioned providers, had little access to treatment.  Women‘s behaviors were associated with 
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relationships, but they were associated with all of women‘s relationships.  It was people‘s relationships 
with family, friends, and society that gave them control. 
Health Reform 
 It is not clear how the Patient Protection and Affordable Care Act (PPACA) passed in March of 
2010 will affect the US health care system.  Much of the law remains unimplemented and several 
politicians want it repealed.  The law relies heavily on Health Insurance Exchanges, or market-based 
entities meant to sell health insurance.  Exchanges will be developed, implemented in 2014, and run by 
states or the federal government.  They are based on a model created by earlier health reform efforts in 
Massachusetts and create markets where people can select and purchase a health insurance policy from a 
list of available options that are easily comparable in terms of quality, access, and premiums.  Policies 
will be rated at different levels (e.g., bronze, silver, gold), the minimum requirements of which are 
federally mandated but otherwise left to states to determine.  States may also choose to partner with other 
states and create multi-state or regional exchanges (Kingsdale and Bertko 2010).  Not everyone will use 
insurance exchanges; they are for people who cannot access health insurance through an employer.  
People who do not earn enough money (less than 400% of poverty level), will also receive subsides from 
the government to help offset the costs of premiums.  Once exchanges are in place, everyone in the US 
will be required to have insurance or will have to pay a fine (PPACA 2010).   
 In addition to insurance exchanges, the law stipulates a number of regulatory changes and 
benefits such as the following: 
 As of September 28, 2010, health insurers can no longer deny coverage for a child younger than 
nineteen because of a pre-existing health condition.  As of 2014 this protection will be extended 
to everyone so that no one will ever be denied coverage again due to medical history. 
 As of September 2010, insurers are prohibited from placing limits on what can be spent on the 
majority of benefits people receive.  Limits will be eliminated entirely in 2014. 
 Once exchanges are established, insurers will have a limit on how much they can require people 
to pay out-of-pocket on expenses such as copayments, coinsurance, and deductibles. 
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 As of September 2010, insurers are required to cover many preventive services without charging 
a copayment, coinsurance, or deductible. 
 Individuals are allowed to stay on their parent‘s insurance plan until they are twenty-six years old. 
 States are allowed to begin Medicaid expansion using federal dollars to include a number of 
people currently not insured.  States will be required to expand Medicaid to cover additional 
individuals in 2014. 
 Having health insurance is not the same as having access to care.  While the health reform law 
looks like it will go a long way toward guaranteeing people health insurance, it remains unclear whether it 
will guarantee they have care.  As implementation of this new legislation moves forward, every effort 
must be made to ensure that health insurance translates into adequate health care.   The law also does not 
address the differentiation in access among women with cultivated, managed, and neglected bodies.  How 
will the government ensure equity in care among different kinds of health insurance policies?  There are 
many people who have neglected and forgotten bodies because of the broken system that was in place for 
so long.  These are people who have often gone for years without health care.  Like Sharon and Ilene, 
these individuals have multiple chronic health conditions that will require extensive and expensive 
treatment.  The law is supposed to create huge savings for future generations by offering preventive care 
that will keep people‘s health from deteriorating, but how will the backlog of poor health from the current 
system affect the law‘s implementation and the cost of future exchanges?  
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Chapter 10 –Destruction of the Social Reproduction of Health 
Among US adults, health behaviors cluster.  Those who engage in one poor health behavior, such 
as smoking, are more likely to engage in others such as eating fast-food.  There is even a dose-response 
relationship: people who smoke more ate more fast-food (Carroll et al. 2006).  Although this relationship 
is shown quantitatively, little research addresses why this is the case.  This research helps shed light on 
the relationship by showing that health behaviors are part of the social reproduction of health.   
The Social Reproduction of Health 
 Two ways exist to think about the social reproduction of health.  In the first, the cultural 
institutions that create and support the existence and structure of classes are perpetuated and transmitted 
across generations (Janzen 1992).  Chapters 5 through 9 explore how health resources, specifically types 
of food and medical care, were disproportionately distributed among fifty-five women in Kansas City, 
with those in the highest social positions receiving the most resources.  Among these women, those who 
had better access worked for corporations or the federal government (or had husbands who did), had 
higher incomes, more advanced education, and were more often married.  Chapter 5 discussed how these 
women turned their access into symbolic capital (i.e., physical and reserve capital) using resources to 
maintain and alter their internal health and physical appearance so that their bodies more closely matched 
the American iconic female form: young and thin.   
 Susan Bordo (1993) suggested that women want an iconic body because it signifies higher social 
position.  More importantly, she said this body indicates the potential for upward mobility, the most 
important aspect of American ideology.  Chapter 4 explores women‘s association between the iconic 
body and personal control and how the body is an important indicator of a person‘s ability to self-manage.  
Without this ability, a person cannot manage others, which is required for advances at the workplace and 
will improve social position.  Chapter 4 also discussed how the fat or out-of-control body was seen as 
uneducated and unattractive, qualities that also negated women‘s potential for social improvement.  
Statistics on trends in annual income showed the majority of Americans were losing ground in terms of 
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their social position (Perrucci and Wysong: 2008).  This could make symbols that represented the 
potential for upward mobility especially important.     
     While Chapter 5 showed that women of higher social position used excess resources to cultivate 
their bodies, Chapters 6 through 9 explored how the unequal distribution of health resources was a form 
of structural violence, as interviewed women in lower social positions were unable to access the resources 
they needed to remain healthy.  Access to resources followed an inverse gradient with body deterioration: 
fewer resources meant poorer health.   
Chapter 6 discussed the daily habits and experiences of women able to access enough resources 
to manage their bodies through most of their lives but, as they aged, their bodies deteriorated and 
developed chronic diseases, such as type II diabetes.  Women with managed bodies desired the iconic 
body.  Unable to access the same level of resources as women who cultivated their bodies, women with 
managed bodies bought products they hoped would help them.  They simultaneously expressed a deep 
cynicism about products, cynicism born after years of trying products that failed.  The products remained 
important to women because purchasing them made women with managed bodies feel they were choosing 
what was best for them.  Eventually women with managed bodies gave up and accepted their bodies for 
what they were.  They continued to rely on doctors to tell them they did all they could to stay healthy.  
The primary resource women with cultivated bodies could access that women with managed bodies could 
not was time, something marketers emphasized to sell products.  
In 1978 Marshall Sahlins used US food patterns to show that people use cultural knowledge and 
past experience to make decisions; cultural knowledge that comes out of one‘s social class (Sahlins 1978: 
211).  While Sahlins found that higher-class women preferred processed foods over whole ones, my 
research actually mirrors his conclusions.  When Sahlins did his research, processed foods were more 
expensive than whole foods.  Several events over the next four decades led to the reciprocal relationship 
between food and class.  In the late 1970s there was a push by public health to understand chronic 
disease, industrial agriculture became the norm, the natural foods movement began to emphasize that 
labor-intensive foods made better tasting food, and the association between impossible-to-achieve body 
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ideals and ideologies that emphasized self-surveillance became more prominent (Guthman 2003: 53).  
Throughout this period, increased wealth disparity also created more need for women‘s labor outside the 
home. This change caused a shift in food patterns and let to a devaluation of processed food items that 
made it easier for women to work a full day at the office and then come home and put in another day for 
their families.  Being able to stay home and make home cooked meals became a way to show social status 
(Kawachi and Kennedy 2006: 116-120; Douglas 1984: 12-13). 
Consumer-based societies require that people engage in regular cycles of control and release to 
enlist the hours of work needed for production and periods of release needed so people will purchase the 
items that are produced (Bordo 1993: 199-201; Reischer and Koo 2004: 301).  Messages that encourage 
these cycles affect everyone but mass marketing, the deprivation caused by wealth disparity, and TV 
images that show the poor what they are missing create deviations in traditional patterns.  That a majority 
of production now happens overseas might also influence modern patterns, but more research on this is 
needed.  Women with neglected bodies felt their ability to maintain control slipping away and sometimes 
reacted by making a choice to engage in behaviors that they identified as bad but felt good.  Women who 
did this were those who were particularly angry at society or who were beginning to question their past 
beliefs that supported it.  Because they could not access resources, their bodies were also breaking down. 
Women with forgotten bodies did the best they could with the few resources available to them.  
Nearly all of their foods were processed.  These women did not have the money to buy more expensive 
foods or the time or energy to fix them.  They also lacked the time and energy to complain.  The only 
thing they had that set them ahead of other women was that when they finally were able to find medical 
care, the people who administered it did so because they wanted to help and emotionally invested 
themselves in these women.  As helpful as that emotional investment was, it did little when a woman‘s 
body was so deteriorated that she was near death.   
Women learned their health habits from their parents and their desire to cultivate their bodies, as 
well as how they did it, largely from their mothers.  Media messages also contributed to women‘s 
cultivation desires and knowledge.  These parental and media influences meant that body types had the 
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potential to be perpetuated across generations, which would make health socially reproduced.  It appears 
that education could affect how women thought about health, food, and exercise but did little to affect 
their habits. 
So What about Canada? 
 A study released by the journal Health Affairs (2010) reports that over the past decade the US 
ranking for life expectancy fell from 24
th
 in the world to 49
th 
(Muenning and Glied 2010; CIA Factbook 
2010).  The study investigated why the US now has a life expectancy that is worse than some developing 
nations and found that instead of the reasons most often reported by the popular media, such as population 
diversity, smoking, and obesity, the problem is the US health care system.  The authors say the best way 
to improve life expectancy and reduce health care costs is to provide treatment to prevent long-term 
chronic diseases that arise in midlife.  The authors also identify a lack of coordinated care and the 
system‘s emphasis on specialty care as problems that must be addressed (Muennig and Glied 2010).  
 Canada was brought up frequently by respondents and is often criticized by Americans for its 
health care system.  At 9
th
 in the world, Canada ranks far ahead of the US for life expectancy at birth 
(CIA Factbook 2010).  Canadians spend far less on health care, with savings primarily coming from the 
costs of administration.  In 1999 Canadians spent $752 less per person on administrative fees than 
Americans (Woolhander et al. 2003: 768, 772-773), an amount that has likely grown.  Prior to the 
implementation of Medicare for all in Canada, Canadian and US health care spending levels were 
parallel.  After thirty years of universal coverage, Canada spent 50 percent less than the US, while 
providing quality care for everyone (McBane 2010: 3). Canada does not deny people care because they 
cannot afford to pay for it.  When someone receives care is based on medical need and, following that, 
their place in line when their need is first identified.  The Canadian system is not perfect. No system is, 
but it is far from the inefficient, ineffectual monstrosity that the insurance industry claims.  Jenny may not 
have liked the Canadian health care system because she would be unable to access care prior to others in 
need with her excellent insurance and ability to manipulate the system but Ilene, who desperately needed 
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an MRI and was unlikely to receive one, might not have thought that the two weeks average wait for such 
a service in Canada was such a long time. 
Breakdown of the Social Reproduction of Health      
The second way to think about the social reproduction of health is its impact on the continuation 
of society as a whole.  In the US, the economic drive for profit breaks down social systems.  Food sellers 
almost exclusively advertise processed foods with added sugars, salt, and fat because these are cheaper 
and they can charge more for them.  The sellers then market foods to women, saying they are healthy.  In 
addition, insurance companies charge people for a product that they often fail to deliver as they try to 
raise their profit margins.  Inability to access consistent, quality health care leaves physical marks on 
people‘s bodies (Scheper-Hughes and Lock 1987: 7-8, 25-28), as do low quality processed foods (Nestle 
2007).  Poor health becomes a physical manifestation of lower status.  Rylko-Bauer and Farmer (2002) 
suggested that the market-driven forces behind the US health care system were attempting to redefine the 
relationship between the state and society and, in so doing, were unstitching the social fabric.    
When I began my research, I asked whether women‘s cultural construction of CVD risk varied 
based on their access to health care as that care was mediated by their health insurance or a lack of it.  My 
research had three elements: (1) to assess the CVD information that was circulating in the area and how 
that information was influenced by public health and health related industries; (2) to explore how 
women‘s knowledge of CVD and cardiovascular risks were influenced by circulating information and 
from women‘s own experiences; and (3) to record how women‘s knowledge affected their actions and 
interactions.  When I began, I thought that a woman‘s relationship with her health care provider would be 
the most influential factor in determining her health behaviors.  I assumed that women with good 
insurance would have access to good doctors who spent long periods of time with them, supporting their 
efforts to maintain good health.  I never anticipated that the women with the best health insurance would 
jump from one provider to another using health care as a kind of beauty aid, or that the women in the 
group below them would use their health care providers as sources of personal validation.  I never thought 
that the women with the closest relationships to their providers would be women without insurance who 
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had chronic diseases and who, aside from their providers, had little access to treatment.  I also never 
thought that the most important determinant in terms of health-related behaviors would be women‘s types 
of connections to other human beings. 
In Food for Life: the Spirituality and Ethics of Eating, L. Shannon Jung (2004: 62) observed that 
in the US, ―The values that dominate the food system are designed to promote a level of consumption and 
greed that will produce the greatest amount of profit and market share.‖ He explored how a system that 
created false demand to maximize corporate profit could shift social focus away from hungry people 
toward what is in business corporations‘ fiscal best interest. This shift in values affected everyone‘s 
desires and ability to reason due to constant social and media pressure.  It changed how people thought 
and acted. Specifically, Jung (2004: 66) said, people have ―abrogated responsibility for each other and, at 
the most tangible level, responsibility for caring for each other physically and materially.‖   
There were parallels between Jung‘s (2004) view of the US food system and its health care 
system.  Jung considered how people could consume more food than they needed while they 
simultaneously distanced themselves from the needs of people who were hungry, what he called an 
abrogation of responsibility.  In terms of health care, there is a similar abrogation of responsibility, 
exacerbated by the insurance industry, which alters the nature of the social contract so it is no longer 
between individuals and society.  The social effect of this shift can only be understood when explored at 
the level of individual experience: Jenny‘s overuse of health care and Ilene and Sharon‘s inability to 
access it.  Jung pointed out that within a society, the abrogation of responsibility for others leads to 
mistrust because people who do not take care of others do not trust others to take care of them.  The 
inability to trust others creates anxiety, which blossoms into a preoccupation with taking care of oneself.  
In terms of health care and related resources like food, this preoccupation is encouraged through risk 
messages, which further divide people, deepen their anxiety, and convince them they can protect 
themselves if they purchase the right products or behave in certain ways (O‘Malley 2000: 478-480; 
Douglas 1992: 28; Althaus 2005: 575).   
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Jung (2004) said that deep levels of anxiety that center on the need to take care of the self can 
lead to a sense of entitlement as a person consumes more than their fair share.  This sense of entitlement 
further disconnects a person from others and from herself.  For those who travel this path, Jung suggested 
that some will feel hubris and aggrandize their own worth, while others will feel despair due to social 
disconnect.  It seemed that women with cultivated and managed bodies exhibited hubris, as they sought 
out new and different treatments, and disconnect, as they expressed stress and fear.  They looked to their 
doctors to provide the lost connection but were often disappointed.  Only women who reconnected with 
others improved their health without falling into the trap of body cultivation. 
Data from around the world show that the more equal a society is, the better its health outcomes.  
This fact has led some researchers to conclude that the most unequal societies are unhealthy (Nguyen and 
Peschard 2003: 450, Kawachi and Kennedy 2002).  It was what one interviewed woman decided as we 
talked and she compared her experiences in the US with those in Botswana where she lived as a journalist 
several years before we met.  ―They took care of each other,‖ she explained.  ―When one person in the 
village was ill, it was a reflection on the whole village.  All of the old men would come, from all of the 
outside areas too.  They would have a big party and a ceremony.  We would have to leave before the 
ceremony.  They didn‘t let outsiders watch, but they would figure out what the people in the village did 
and everybody worked together to fix it and make the person better.  Not like here.  Here nobody cares 
about what happens to people.  That‘s what it is.  It‘s like our whole society is sick.‖ 
Conclusion 
 People in the US want to believe that health care is provided by employers and is something they 
can receive as a perq, but instead they pay huge amounts of money for it hidden by the way the system is 
administered.  In the end, everyone in society is hurt, but very few people benefit.  Health reform might 
help but that remains unclear.  Among the fifty-five women who were interviewed, health care resources 
were administered in such a way that some women overused care while others had little or no access to it.  
The system hurt those at the bottom and left visible marks on their bodies.  It also hurt those at the top 
who overused care in ways that were potentially unhealthy and emotionally untenable.  The system 
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seemed to provide little benefit to those interviewed but was perpetuated among them by an ideology that 
equated worth with the potential to earn more wealth.  
 
211 
Works Cited 
 
Adams, James Truslow 
1931 [2001]     The Epic of America. Bethesda MD: Simon Publications.   
 
American Heart Association [AHA] 
2005 Stress and Heart Disease. American Heart Association, Inc.  http://www.american 
heart.org/presenter.jhtml?identifier=4750, accessed January 15, 2006 
 
2007 Cardiovascular Disease Statistics.  American Heart Association, Inc.  http://www.american 
heart.org/ presenter.jhtml?identifier=4478, accessed July 10, 2007 
 
2007a Risk Factors for Coronary Heart Disease.  American Heart Association, Inc.  http://www. 
americanheart.org/presenter.jhtml?identifier=4726, accessed February 8, 2007 
 
Althaus, Catherine  
2005 A Disciplinary Perspective on the Epistemological Status of Risk.  Risk Analysis 25: 567-
588. 
 
 American College of Physicians  
2008 Achieving a High-Performance Health Care System with Universal Access: What the United 
States Can Learn from Other Countries. Annals of Internal Medicine 148:55-75.  
 
Amnesty International  
2010 USA Urged to Confront Shocking Maternal Mortality Rate. Amnesty International March 
12, 2010. Accessed on-line April 2010: http://www.amnesty.org/en/news-and-
updates/usa-urged-confront-shocking-maternal-mortality 
 
Angus, Jan with Sarah Evans, Jennifer Lapum, Ellen Rukholm, Renee St. Onge, Robert Nolan and 
Isabelle Michel 
2005 ―Sneaky Disease:‖ The Body and Health Knowledge for People at Risk for Coronary Heart 
Disease in Ontario, Canada.  Social Science and Medicine 60: 2117-2128. 
 
Angus, Jan with Ellen Rukholm, Renee St. Onge, Isabelle Michel, Robert Nolan, Jennifer Lapum and 
Sarah Evans 
2007 Habitus, Stress, and the Body: The Everyday Production of Health and Cardiovascular Risk.  
Qualitative Health Research 17: 1088-1102. 
 
Appadurai, Arjun 
2006 Fear of Small Numbers: An Essay on the Geography of Anger. Durham: Duke University 
Press.  
 
Armstrong, Pat and Hugh Armstrong 
        2008     About Canada: Health Care. Winnipeg, Manitoba: Fernwood Publishing Company.  
 
Aronowitz, Stanley 
2003 How Class Works: Power and Social Movement.  New York: Yale University in association 
with Vail-Ballou Press. 
 
 
 
212 
Bavley, Alan 
2008 Special way for Uninsured: Two Organizations Help Area Patients Who Can‘t Pay for 
Specialists. The Kansas City Star. January 8, 2007.   
 
Bernard, Russell  
2006 Research Methods in Anthropology: Qualitative and Quantitative Approaches. 4
th
 Edition. 
Lanham, MD: Altamira Press. 
 
Bezanson, Kate and Meg Luxton 
2006 Introduction: Social Reproduction and Feminist Political Economy. In Social Reproduction: 
Feminist Political Economy Challenges Neo-Liberalism. K. Bezanson and M. Luxton, ed. 
Montreal: McGill-Queen‘s University Press.  
 
Becker, Gay 
2007 The Uninsured and Politics of Containment in US Health Care. Medical Anthropology 26: 
299-321. 
 
Black, Lee 
2006 Defining Hospitals' Obligation to Stabilize Patients under EMTALA. Health Law 8: 752-755 
 
 
Bocarsly, Miriam E. with Elyse S. Powell, Nicole M. Avena, and Bartley G. Hoebel 
       2010       High-Fructose Corn Syrup Causes Characteristics of Obesity in Rats: Increased Body 
                     Weight, Body Fat and Triglyceride Levels. Pharmacology, Biochemistry, and Behavior 97:                 
                     101-106. 
 
Bodley, John H. 
       2005     Cultural Anthropology: Tribes, States, and the Global System.  Fourth Edition.  New York:   
                    McGraw Hill. 
 
Bordo, Susan 
1993    Unbearable Weight: Feminism, Western Culture, and the Body.  Berkeley: University of    
             California Press. 
 
Bourdieu, Pierre 
1977 Outline of a Theory of Practice.  Cambridge: Cambridge University Press. 
1978  Sport and Social class. Social Science Information 7: 819-40 
1984  Distinction: A Social Critique of the Judgment of Taste. London: Routledge. 
1986  The forms of capital. In Handbook of Theory and Research for the Sociology of Education. 
J. Richardson, eds. New York: Greenwood. 
1990  The Logic of Practice. Cambridge: Polity Press.  
 
Bourdieu, Pierre and Jean Claude Passeron 
1977 Reproduction in Education, Society, and Culture.  Beverly Hills: Sage. 
 
Bourdieu, Pierre and Loic Wacquant  
1996 An Invitation to Reflexive Sociology. Chicago: University of Chicago Press. 
 
Braveman, Paula A. with Catherine Cubbin, Susan Egerter, David Williams, and Elsie Pamuk 
2010 Socioeconomic Disparities in Health in the United States: What the Patterns Tell Us. 
American Journal of Public Health S1: s186-196. 
 
213 
 
Breen, Richard with Jan Jonsson 
2005 Inequality of Opportunity in Comparative Perspective: Recent Research on Educational 
Attainment and Social Mobility. Annual Review of Sociology 31: 223-244. 
 
Brennan, Troyen with David J. Rothman, Linda Blank, David Blumenthal, Susan Chimonas, Jordan 
Cohen, Janlori Goldman, Jerome Kassirer, Harry Kimball, James Naughton, Neil Smelser. 
2006 Health Industry Practices that Create Conflicts of Interest. Journal of the American Medical 
Association 295:429-433. 
 
Britton, L. with D. Martz, D. Bazzini, L. Curtin, and A. LeaShomb 
2006  Fat talk and self-presentation of body image: Is there a social norm for women to self-
degrade? Body Image: An International Journal of Research 3: 247-254. 
 
Broyles, R.W. with L. Narine and E.N. Brandt Jr. 
2002 The Temporarily and Chronically Uninsured: Does Their Use of Primary Care Differ? 
Journal of Health Care for the Poor and Underserved 13: 95-111.  
 
Caffentzis, George  
1999 On the Notion of a Crisis of Social Reproduction. In Women, Development and the Labor of 
Reproduction. M. Dalla Costa and G. Dalla Costa, eds. Trenton, NJ: Africa World Press. 
 
Callahan, Christopher and German Berrios  
2005 Reinventing Depression: A History of the Treatment of Depression in Primary Care, 1940–
2004. New York: Oxford University Press. 
 
Carroll, Shawna with Rebecca Lee, Harsohena Kaur, Kari Harris, Myra Strother, and Terry Huang 
2006 Smoking, Weight Loss Intention and Obesity-Promoting Behaviors in College Students. 
Journal of the American College of Nutrition 25: 348-353. 
 
Cartwright, Elizabeth and Jan Thomas 
2001 Constructing Risk: Maternity Care, Law, and Malpractice, in Birth by Design, eds. Raymond 
De Vries, Cecilia Benoit, Edwin van Teijlingen, and Sirpa Wrede, 218-228. New York: 
Routledge.  
 
Centers for Disease Control and Prevention [CDC]  
2007  About Cardiovascular Disease.  http://www.cdc.gov/nccdphp/publications/aag/cvh.htm, 
accessed February 8, 2007 
2010 Addressing the Nation's Leading Killers: At A Glance 2010.   http://www.cdc.gov/chronic 
disease/resources/publications/aag/dhdsp.htm, accessed, August 8, 2010 
 
Cebul, Randall with James B. Rebitzer, Lowell J. Taylor, and Mark E. Votruba 
2008 Organizational Fragmentation and Care Quality in the U.S. Health care System. Journal of 
Economic Perspectives 22: 93-113. 
 
Central Intelligence Agency [CIA] 
2010      Life Expectancy. The World Fact Book.  https://www.cia.gov/library/publications/the- 
              world-factbook/rankorder/2102rank.html, accessed November 20, 2010 
 
Chapman, Shawna 
        2008a   Fieldnotes. August 4, 2008 
 
214 
        2008b   Fieldnotes. September 22, 2008 
        2008c   Fieldnotes. November 15, 2008 
        2008d   Fieldnotes. October 23, 2008 
 
Chernew, M.E. and J.P. Newhouse 
2008 What Does the RAND Health Insurance Experiment Tell Us About the Impact of Patient 
Cost Sharing on Health Outcomes? American Journal of Managed Care 14: 412-414. 
 
Centers for Medicare and Medicaid Services [CMS] 
2007     National Health Expenditures, Forecast Summary and Selected Tables. Office of the Actuary.  
             http://www.cms. hhs.gov/NationalHealthExpendData/Downloads, accessed March 14, 2008 
City Data  
2009 Mission Hills.  http://www.city-data.com/city/Mission-Hills-Kansas.html, accessed 
September 3, 2009 
 
Collins, Sara R. with Karen Davis, Michelle M. Doty, Jennifer L. Kriss and Alyssa L. Holmgren. 
2006 Gaps in Health Insurance: An All American Problem: Findings From the Commonwealth 
Fund Biennial Health Insurance Survey. Commonwealth Fund Publication 920.  
http://www.allhealth .org/briefingmaterials/920_Collins_gaps_hlt_ins_all-american_ 
problem_biennial_survey-319.pdf, accessed April 20, 2007 
 
Committee on Consequences of Uninsurance 
2002 Care without Coverage: Too Little Too Late. Washington DC: Institute of Medicine. 
 
Conduit, Edward  
2001 Submissiveness and Risk of Heart Disease. Cross-Cultural Research 35: 347- 369.  
 
Cooper, Kenneth H. 
 1982 The Aerobics Way. New York: Bantam. 
 
Danziger, Sheldon H. and Peter Gottschalk.  
1995 America Unequal. New York: Russell Sage Foundation.  
 
Davis, Karin with Cathy Schoen, Stephen C. Schoenbaum, Michelle M. Doty, Alyssa L. Holmgren, 
Jennifer L. Kriss, and Katherine K. Shea 
       2007    Mirror, Mirror on the Wall: An International Update on the Comparative Performance of  
                    American Health Care. New York: The Commonwealth Fund.  
 
Davidson, Carl with Jerry Harris 
2006 Globalization, Theocracy and the New Fascism: The US Right‘s Rise to Power. Race and 
Class 47: 47-67. 
 
Davison, Charlie, George Smith and Stephen Frankel 
1991 Lay Epidemiology and the Prevention Paradox: The Implications of Coronary Candidacy for 
Health Education.  Sociology of Health and Illness 13: 1-19. 
 
Douglas, Mary 
1966 Purity and Danger: An Analysis of the Concept of Pollution and Taboo.  New York: 
Routledge. 
1970 Natural Symbols. New York: Routledge. 
1973 Natural Symbols. Harmondsworth: Pelican Books. 
 
215 
1984  Standard Social Uses of Food: Introduction. in: Food in the Social Order: Studies of food 
and festivities in three American Communities. M. Douglas Ed. Pp: 1-39. New York: 
Russell Sage Foundation. 
1990 Risk as a Forensic Resource.  Daedalus 119: 1-16.  
1992 Risk and Blame. London: Routledge. 
1997 Depoliticization of Risk.  In Culture Matters: Essays in Honor of Aaron Wildavsky.  Richard 
Ellis and Michael Thompson, eds. Pp. 121-132. Boulder: Westview Press.  
1999 Implicit Meanings: Selected Essays in Anthropology, Second Edition. London: Routledge. 
 
Douglas, Mary and Aaron Wildavsky 
1983 Risk and Culture: An Essay on the Selection of Technical and Environmental Dangers. 
Berkeley: University of California Press. 
 
Dressler, William with Gerald Grell and Fernando Viteri 
1995 Intracultural Diversity and the Sociocultural Correlates of Blood Pressure: A Jamaican 
Example. Medical Anthropology Quarterly 9: 291-313. 
 
Drewnowski, A. and N. Darmon 
2005 The Economics of Obesity: Dietary Energy Density and Energy Cost,‖ American Journal of 
Clinical Nutrition 82: 265S-73S.  
 
Drewnowski, A. and S. E. Specter 
2004 Poverty and Obesity: The Role of Energy Density and Energy Costs. American Journal of 
Clinical Nutrition 79: 136-171. 
 
Duffy, Patricia A. 
1997 Is the New Deal Dead? Government, Economics, and the Rural South.  Journal of 
Agriculture and Applied Economics 29: 1-15 
 
Eberts, Randall and Joe Stone 
1985 Wages, Fringe Benefits, and Working Conditions: An Analysis of Compensating 
Differentials. Southern Economic Journal 52:274-280. 
 
Elinder, L.S.  
2005 Obesity, Hunger, and Agriculture: The Damaging Role of Subsidies. British Medical Journal 
331:1333-6. 
 
Emslie, Carol, Kate Hunt, and Graham Watt 
2001 Invisible Women? The Importance of Gender in Lay Beliefs about Heart Problems. 
Sociology of Health and Illness 23: 203-233. 
  
Emanuel, Ezekiel with Victor Fuchs 
2008 Who Really Pays for Healthcare, the Myth of Shared Responsibility. The Journal of the 
American Medical Association 299(9): 1057-1059. 
 
Emerson, Robert, Rachel Fretz and Linda Shaw  
1995 Writing Ethnographic Field Notes. Chicago: University of Chicago Press. 
 
Eng, Ruth Clifford 
2000 Clean Living Movements: American Cycles of Health Reform. Westport, CT: Greenwood. 
 
 
216 
Families USA  
2008 Medical Loss Ratios: Evidence from the States. Health Policy Memo. June, 2008. 
Washington, DC  
 
Fang, Hanming with Alessandro Gavazza 
2007 Dynamic Inefficiencies in Employment-Based Health Insurance System: Theory and 
Evidence.  National Bureau of Economic Research. Working Paper 13371.  http://www.nber. 
org/papers/w13371.pdf?new_window=1, accessed August 1, 2009 
 
Farmer, Paul 
       2001    Infections and Inequalities: The Modern Plagues. Berkley: University of California Press.  
 
Fassin, Didier 
2004 Public Health as Culture. The Social Construction of the Childhood Lead Poisoning 
Epidemic in France.  British Medical Bulletin 69: 167-177. 
2005 Compassion and Repression: The Moral Economy of Immigration Policies in France. 
Cultural Anthropology 20: 362-387. 
2007 The Politics of Life: Beyond the Anthropology of Health, In Medical Anthropology 
Regional Perspective and Shared Concerns. F. Saillant, S. Genest, eds. Pp. 252-266. Malden: 
Blackwell. 
 
Fava, Giovanni   
2007 Financial Conflicts of Interest in Psychiatry. World Psychiatry 6: 19-24.  
 
Feierman, Steven and John Janzen  
1992 The Social Basis of Health and Healing in Africa. Berkeley: University of California Press. 
 
Freeman, Richard 
2000 The Politics of Health in Europe. Manchester: Manchester University Press. 
 
French, Simone A. with Mary Story and Robert W. Jeffrey 
        2001     Environmental Influences on Eating and Physical Activity. Annual Review of Public Health.                
                     22: 309-335. 
 
Fronstin, P with S. R. Collins  
2006 The 2nd Annual EBRI/Commonwealth Fund Consumerism in Health Survey 2006: Early 
Experience with High-Deductible and Consumer- Driven Plans. EBRI Issue Brief 
http://ebri.org/publications/ib/index.cfm?fa=ibDisp&content_ id=3769, accessed August 3, 
2009 
 
Forbes 
2009a Angela F. Braly: Director, President, and Chief Executive Officer of WellPoint, Inc. 
http://people.forbes.com/profile/angela-f-braly/85870, accessed November 3, 2009 
2009b Ronald A. Williams: Chairman of the Board and Chief Executive Office Aetna, Inc. 
http://people.forbes.com/profile/ronald-a-williams/1960, accessed November 3, 2009 
2009c Michael McCallister: President, Chief Executive Officer and Director Humana Inc. 
http://people.forbes.com/profile/michael-b-mccallister/42046, accessed November 3, 2009 
 
Foster, Robert  
1995 Social Reproduction and History in Melanesia. Cambridge: Cambridge University Press. 
 
 
217 
Fossett, James with Courtney Burke 
2004  Medicaid and State Budgets in FY 2004: Why is Medicaid so Hard to Cut? Rockefeller 
Institute of Government, July 2004.  http://www.rockinst.org/pdf/health_care/2004-07-
medicaid_and_state_budgets_in_fy_ 2004_why_medicaid_is_hard_to_cut.pdf, accessed 
November 10, 2008 
 
Fox, Bonnie  
2006 Motherhood as a Class Act: The Many Ways in which ―Intensive Mothering‖ is entangled 
with Social Class. In Social Reproduction: Feminist Political Economy Challenges Neo-
Liberalism. K. Bezanson, M. Luxton, eds. Montreal: McGill-Queen‘s University Press.  
 
Frankel, Stephen, Charlie Davison and George Smith 
1991 Lay Epidemiology and the Rationality of Responses to Health Education.  British Journal of 
General Practice 41: 428:430. 
 
Freeman, Richard 
2000 The Politics of Health in Europe. Manchester: Manchester University Press. 
 
French, Simone with Mary Story and Robert Jeffery 
2001 Environmental Influences on Eating and Physical Activity. Annual Review of Public Health 
22:309–335 
 
Gilbert, Dennis 
2008 The American Class Structure in an Age of Growing Inequality, seventh edition. Thousand 
Oaks, CA: Pine Forge Press. 
 
2010 The American Class Structure in an Age of Growing Inequality, eighth edition. Thousand 
Oaks, CA: Pine Forge Press. 
 
Glaser B with A. Strauss    
1967 The discovery of grounded theory: strategies for qualitative research. New York: Aldine de 
Gruyter. 
 
Goldman, D.P. with G.F. Joyc, and H. Zneng 
2007 Prescription Drug Cost Sharing: Associations with Medication and Medical Utilization and 
Spending and Health. Journal of the American Medical Association 298(61): 61-69. 
 
Goldman, D.P. with G.F. Joyc, and P. Karaca-Mandic 
2006  Varying Pharmacy Benefits with Clinical Status: The Case of Cholesterol-Lowering 
Therapy. The American Journal of Managed Care 12: 21-28. 
 
Government of Canada 
2008      Healthy Canadians: A Federal Report on Comparable Health Indicators. Ottawa, Ontario:    
        Minister of Health.  http://www.hc-sc.gc.ca/hcs-sss/pubs/system-regime/2008-fed-comp-  
        indicat/index-eng.php, accessed March 5, 2009 
 
Gramsci, Antonio 
1971 Selections from the Prison Notebooks of Antonio Gramsci.  Translated and Eds. Hoare and 
Smith. Lawrence and Wishart: London   
 
 
218 
1999 Selections from the Prison Notebooks of Antonio Gramsci. Translated and Eds. Hoare and 
Smith.  The Electric Book Company: London   
 
Grubb, W. Norton with Marvin Lazerson 
2004 The Education Gospel: The Economic Power of Schooling. Boston: Harvard University 
Press: Boston 
 
Gruber, J.  
       1995     The incidence of mandated maternity benefits. American Economic Review 84:622-641 
 
Guthman, Julie 
2003 Fast Food/Organic Food: Reflexive Tastes and the Making of Yuppie Chow. Social and 
Cultural Geography 4: 45-58. 
 
Hall, Mark 
2000    The Geography of Health Insurance Regulation. Health Affairs 19: 173-184. 
 
Hall, Jean with Jan Moore 
2008 Does High-Risk Pool Coverage Meet the Needs of People at Risk for Disability? Inquiry 45: 
340-352. 
 
Hall, Jean with Shawna Carroll and Jan Moore 
2010 Health Care Behaviors and Decision Making Processes among Enrollees in a State High 
Risk Pool. American Journal of Health Promotion 24: 304-310. 
 
Hardy, Melissa 
2009 Income Inequality in Later Life. International Handbook of Population Aging 1: 493-518.   
 
Harris, Gardiner with Benedict Carey and Janet Roberts 
2007 Psychiatrists, Children and Drug Industry‘s Role. The New York Times. 
http://www.nytimes.com/2007/05/10/health/10psyche.html, accessed May 10, 2007  
 
Heathcote, Jonathon with Fabrizio Perri and Giovanni Violante 
2009 Unequal we stand: An Empirical Analysis of Economic Inequality in the United States, 
1967–2006. Review of Economic Dynamics 13: 50-51. 
 
Herring, Bradley 
2009 Suboptimal Provision of Preventive Health care Due to Expected Enrollee Turnover among 
Private Insurers. Health Economics. E-Publication ahead of Print. April 7, 2009: Wiley 
InterScience (www.interscience.wiley.com) 
 
Hochschild, Jennifer L. 
1995 Facing up to the American Dream: Race, Class, and the Soul of the Nation. Princeton: 
Princeton University Press. 
 
Horton, Sarah and Louise Lamphere 
2006 A Call to An Anthropology of Health Policy. Anthropology New, January 2006: 
http://www.aaanet.org/press/an/0106/horton.html, accessed March 20, 2006 
 
 
 
 
219 
Hoynes, Hilary with Marianne Page and Ann Huff Stevens 
2006 Poverty in America: Trends and Explanations. The Journal of Economic Perspectives 20: 47-
68. 
 
Hsu, John with Mary Price, Jie Huang, Richard Brand, Vicki Fung, Rita Hui, Bruce Fireman, Joseph P. 
Newhouse, and Joseph V. Selby 
2006  Unintended Consequences of Caps on Medicare Drug Benefits. New England Journal of 
Medicine 354(22): 2349-59. 
 
Hunt, K. with C. Davison, C. Emslie, and G. Ford.   
2000 Are Perceptions of Family History of Heart Disease Related to Health Related Attitudes and 
Behavior?  Health Education Research 15: 131-143. 
 
Institute of Medicine [IOM]  
2004 Proposed Criteria for Selecting the WIC Food Packages. Children, Youth and Families, Food 
and Nutrition, Public Health, Select Populations and Health Disparities. Institute of 
Medicine: Washington DC. 
 
James, G. with D. Brown 
1997 The Biological Stress Response and Lifestyle: Catecholamines and Blood Pressure. Annual 
Review of Anthropology 26:313-335. 
 
Janzen, John   
1992 Ngoma. Berkley: University of California Press. 
        2001    The Social Fabric of Health: An Introduction to Medical Anthropology. New York: McGraw  
                     Hill. 
 
Jemal, Ahmedin with Michael Thun, Elizabeth Ward, Jane Henley, Vilma Cokkinides, and Taylor 
Murray. 
2008 Morality from Leading Causes by Elucidation and Race in the United States, 2001. 
American Journal of Preventive Medicine 34: 1-8.  
 
Jenkins, Richard 
1992    Pierre Bourdieu. London: Routledge. 
 
Jung, L. Shannon  
2004    Food for Life: The Spirituality and Ethics of Eating. Minneapolis: Augsburg Fortress. 
 
Kaiser Family Foundation [KFF] with Pew Research Center‘s Project for Excellence in Journalism 
2008 Health News Coverage in the U.S. Media. January 2007 through June 2008. Kaiser Family 
Foundation and Project for Excellence in Journalism Report. 
 
Katz, Cindi  
2001 Vagabond Capitalism and the Necessity of Social Reproduction. Antipode 33: 709-728. 
 
Kawachi, Ichiro and Bruce P. Kennedy  
2002 The Health of Nations: Why Inequality is Harmful to Your Health. New York: New Press. 
 
Kingsdale, Jon with John Bertko 
2010 Insurance Exchanges under Health Reform: Six Design Issues for the States. Health Affairs 
29: 1158-1163. 
 
220 
 
Krauss, Clifford 
2006     Canada's Private Clinics Surge as Public System Falters. The New York Times. February 28,  
             2006. http://www.nytimes.com/2006/02/28/international/americas/28canada.html, accessed  
                       November 10, 2007 
 
Kuttner, Robert 
2005 The American Health Care System: Health Insurance Coverage. In Health Care Systems: 
Major Themes in Health and Social Welfare. J. Watson, P. Ovseiko, eds.  Pp. 97-107.  New 
York: Routledge.   
 
Lareau, Annette  
2008 Introduction: Taking Stock of Class. In Social Class: How Does It Work? Annette Lareau 
and Dalton Conley eds. Pp. 3-24. New York: Russell Sage.  
 
Lawlor, Debbie, Stephen Frankel, Mary Shaw, Shah Ebrahim, and George Smith   
2003 Smoking and Ill Health: Does Lay Epidemiology Explain the Failure of Smoking Cessation 
Programs Among Deprived Populations? American Journal of Public Health 93: 266-270. 
 
Leonard, Lori, Jessica Green, and Emily Erbelding   
2007 Persons, Places, and Times: The Meanings of Repetition in an STD Clinic.  Medical 
Anthropology Quarterly 21: 154-168.  
 
Lareau, Annette and Dalton Conley  
2008 Social Class: How does it Work? New York: Russell Sage. 
 
Levy, Frank  
1999  The New Dollars and Dreams. New York: Russell Sage Foundation.  
 
Lewin, Marion with Stuart Altman 
2000 America's Health Care Safety Net: Intact but Endangered. Institute of Medicine. National 
Academy of Sciences: Washington DC 
 
Library of Congress  
2010 What is the American Dream? Background Essay. The Learning Page. Library of Congress. 
http://memory.loc.gov/learn/lessons/97/dream/thedream.html, accessed September 10, 2009    
 
Lock, Margaret 
1990 On Being Ethnic: The Politics of Identity Breaking and Making, or Nerva on Sunday. 
Culture, Medicine, and Psychiatry 14: 237-252. 
 
Luxton, Meg 
2006 Feminist Political Economy in Canada and the Politics of Social Reproduction. In Social 
Reproduction: Feminist Political Economy Challenges Neo-Liberalism. Kate Bezanson and 
Meg Luxton eds. McGill-Queen‘s University Press: Montreal.  
 
Madrian, Brigitte  
2005 The U.S. Health Care System and Labor Markets, Conference Series Proceedings, Federal 
Reserve Bank of Boston, issue Jun, pages 137-163. 
2006 The U.S. Health Care System and Labor Markets. NBER Working Papers 11980, National 
Bureau of Economic Research, Inc. 
 
221 
 
Manning, Robert D. 
2000 Credit Card Nation: The Consequences of America's Addiction to Credit. New York: Basic 
Books. 
 
Manning, Willard with Joseph Newhouse, Haihua Duan, Emmett Keeler and Arleen Leibowitz 
1987 Health Insurance and the Demand for Medical Care: Evidence from a Randomized 
Experiment. The American Economic Review 77: 251-277.  
 
Marx, Karl 
1967 Capital: The Process of Capitalist Production, Translated from the 3d German edition by S. 
Moore and E. Aveling. New York: International Publishers. 
 
McBane, Michael  
        2010    Fact Check on Brian Day, MD. Ottawa, Ontario: Canadian Health Coalition. 
 
McWilliams, J. Michael with Ellen Meara, Alan Zaslavsky, and John Ayanian  
2007 Use of Health Services by Previously Uninsured Medicare Beneficiaries. New England 
Journal of Medicine 357: 143-153.  
 
Medlaw.com 
2008 EMTALA Regulations.  http://www.medlaw.com/healthlaw/EMTALA/regulations/ 
index.shtml, accessed May 8, 2008 
 
Meillassoux, Claude 
1981 Maidens, Meals and Money: Capitalism and the Domestic Economy.  New York: Cambridge 
University Press. 
  
Meinert, Lotte 
2004 Resources for Health in Uganda: Bourdieu‘s Concept of Capital and Habitus.  Anthropology 
and Medicine 11: 11-26. 
 
Muennig, P.A. and S. A. Glied 
2010     What Changes in Survival Rates Tell Us About U.S. Health Care.  Health Affairs Web First,  
             Oct. 7, 2010. 
 
Mid-American Regional Council [MARC] 
2005 Regional Data Snapshot. Mid-American Regional Council. Kansas City, MO. http://www. 
marc.org/regionalsnapshot.pdf, accessed June 18, 2009 
 
2009 Comprehensive Economic Development Strategy Plan Metropolitan Kansas City. Mid-
America Regional Council Community Services Corporation. April 30, 2009. 
 
2010 Our Members. Mid-American Regional Council. http://www.marc.org/members.htm, 
accessed December 15, 2010. 
 
Milner, JA 
1998 J. A. Do "Functional Foods" Offer Opportunities to Optimize Nutrition and Health? Food 
Technology 52: 24 
 
 
 
222 
 
Minkler, Meredith with Esme Fuller-Thompson and Jack Guralnik 
2006 Gradient of Disability across the Socioeconomic Spectrum in the United States. New 
England Journal of Medicine 355: 695-703. 
 
Morgan, Steve with Jae Kennedy  
2010 Prescription Drug Accessibility and Affordability in the United States and Abroad. Issues in 
International Health Policy, Policy Brief. The Commonwealth Fund. http://www.common 
wealthfund.org/~/media/Files/Publications/Issue%20Brief/2010/Jun/1408_Morgan_Prescript
ion_drug_accessibility_US_intl_ib.pdf, accessed June 20, 2010 
 
Moyer, Bill  
2009 Interview with Wendell Potter. Bill Moyers Journal. Public Affairs Television. July 31, 
2009.  http://www.pbs.org/moyers/journal/07312009 /transcript1.html, accessed January 19, 
2010 
  
Muennig, Peter with Sherry Glied 
        2010    What Changes in Survival Rates Tell Us About US Health Care. Health Affairs. 29: 2105- 
        2113. 
 
National Governor‘s Association and National Association of State Budget Officers  
2009 The Fiscal Survey of States.  http://www.nga.org/Files/pdf/FSS0906.pdf, accessed June 12, 
2010 
 
National Union of Public and General Employees [NUPGE] 
       2010     Canada Overwhelmingly Supports Public Health Care.  http://www.nupge.ca/node/2486,  
          accessed November 20, 2010 
 
Nestle, Marion 
2007 Food Politics: How the Food Industry Influences Nutrition and Health. Berkeley: University 
of California Press. 
 
Nguyen, Vinh-Kim with Karine Peschard  
2003 Anthropology, Inequality, and Disease: A Review. Annual Reviews in Anthropology 32: 
447-474.  
 
Nichter, Mimi 
2000 Fat Talk: What Girls and their Doctors Say About Dieting. Cambridge: Harvard University 
Press.  
 
Niebyl, Jennifer R. 
2007 The Pharmaceutical Industry: Friend or Foe? Presidential address presented at the American 
Gynecological and Obstetrical Society Meeting, Chicago, IL, Sept. 28, 2007   
 
Organization for Economic Co-operation and Development [OECD]  
2005 OECD Health Data 2005: How Does the United States Compare. http://www.oecd.org 
/health/healthdata, accessed June 3, 2007 
 
 
 
 
 
223 
Office of Management and Budget [OMB] 
2008 Update of Statistical Area Definitions and Guidance on Their Uses. Executive Office of the 
President, Office of Management and Budget. November 20, 2008. OMB BULLETIN NO. 
09-01 
 
O‘Malley, Pat 
2000 Introduction: Configurations of Risk. Economy and Society 29: 457-459. 
 
Parrish, Laura Ann Wanner 
         2010     How Does the Consumption of Fructose and High Fructose Corn Syrup Impact the Health of  
                             Children and Adolescents? Journal of Pediatric Nursing 25: 459-460. 
 
Pereira, Mark A. 
2006 Weighing in on the Glycemic Index. American Journal of Clinical Nutrition 84: 677-679 
 
Perrucci, Robert and Earl Wysong  
2008 The New Class Society: Goodbye American Dream. Lanham, MD: Rowman and Littlefield. 
 
Piketty, Thomas and Emmanuel Saez. 
2006 The Evolution of Top Incomes: A Historical and International Perspective. American 
Economics Association Papers and Proceedings 96: 200-205 
   
Pollan, Michael 
2006 The Omnivore‘s Dilemma: A Natural History of Four Meals. New York: Penguin Press. 
 
Pollitz, K. and E. Bangit  
2005 Federal Aid to State High-Risk Pools: Promoting Health Insurance Coverage or Providing 
Fiscal Relief? Commonwealth Fund pub. #875. http://www.commonwealthfund.org 
/publications/ publications_show.htm?doc_id5323089, accessed June 15, 2008. 
 
Potter, Wendell 
2009 Testimony of Wendell Potter Philadelphia, PA Before the U.S. Senate Committee on 
Commerce, Science and Transportation. June 24, 2009.  http://commerce.senate.gov 
/public/files/PotterTestimonyConsumerHealth Insurance.pdf, accessed August 13, 2009 
  
The Patient Protection and Affordable Care Act [PPAC] 
2010 The Patient Protection and Affordable Care Act (HR 3590). One Hundred Eleventh 
Congress of the United States of America, Second Session January 5, 2010. http://democrats. 
senate.gov/reform/patient-protection-affordable-care-act-as-passed.pdf, accessed November 
10, 2010  
 
Pratkanis, Anthony and Elliot Aronson 
2001 The Age of Propaganda: The Everyday Use and Abuse of Persuasion. New York: Owl 
Books. 
 
Pratto, Felicia with Jim Sidanius, Lisa Stallworth, and Bertram Malle 
1994 Social Dominance Orientation: A Personality Variable Predicting Social and Political 
Attitudes. Journal of Personality and Social Psychology 67: 741-763. 
 
 
 
 
224 
Preston, R.   
1997 Ethnography Studying the Fate of Health Promotion in Coronary Families.  Journal of 
Advanced Nursing 25: 554-561. 
 
PricewaterhouseCoopers  
2007 Beyond the Sound Bite: A Review of the Presidential Candidates Proposals for Health 
Reform. PricewaterhouseCoopers Health Research Institute.  http://www.pwc.com/us/en/ 
healthcare/publications/beyond-the-sound-bite.jhtml, accessed September 2008. 
 
PricewaterhouseCoopers  
2008 The Factors Fueling Rising Health Care Costs. America‘s Health Insurance Plans. December 
2008. 
 
RAND 
2006 The Health Insurance Experiment A Classic RAND Study Speaks to the Current Health Care 
Reform Debate. Accessed:  http://www.rand.org/pubs/researchbriefs/2006/RAND_RB9174 
.pdf, accessed August 7, 2009. 
2009    The Health Insurance Experiment: A Classic RAND Study Speaks to the Current Health Care   
             Reform Debate. RAND Health Research Highlights. Accessed:    
             http://www.rand.org/pubs/researchbriefs/RB9174/index1.html, accessed August 7, 2009. 
 
Rapp, Rayna    
1998 Refusing Prenatal Diagnosis: The meaning of Bioscience in a Multicultural World. Science, 
Technology, and Human Values 23: 45-70. 
 
Ritchie, J. with F. Herscovitch and J. Norfor.   
1994 Beliefs of Blue Collar Workers Regarding Coronary Risk Behaviours.  Health Education 
Research 9: 95-103. 
 
Rockefeller, John D 
2009 Letter to H. Edward Hanway Chairman and Chief Executive Officer CIGNA Corporate 
Headquarters. United States Senate, Committee on Commerce, Science, and Transportation. 
November 2, 2009. http://graphics8.nytimes.com/images/2009/11/03/business/Hanway.pdf, 
accessed November 5, 2009  
 
Rosamond, W. with K. Flegal, G. Friday, K. Furie, A. Go, K. Greenlund, N. Haase, M. Ho, V. Howard, 
B. Kissela, S. Kittner, D. Lloyd-Jones, M. McDermott, J. Meigs, C. Moy, G. Nichol, C.J O‘Donnell, V. 
Roger, J. Rumsfeld, P. Sorlie, J. Steinberger, T. Thom, S. Wasserthiel-Smoller, and Y. Hong  
2007  Heart Disease and Stroke Statistics—2007 Update: A Report from the American Heart 
Association Statistics Committee and Stroke Statistics Subcommittee.  Circulation 115: e69-
e171. 
 
Royalty AB  
2003 A Discrete Choice Approach to Estimating Workers‘ Marginal Valuation of Fringe Benefits. 
Indianapolis: Indiana University–Purdue University; June 2003. 
http://liberalarts.iupui.edu/~anroyalt/wfdiscch_j03.pdf, accessed March 15, 2008. 
 
Rylko-Bauer, Barbara and Paul Farmer  
2002 Managed Care or Managed Inequality? A Call for Critiques of Market-Based Medicine. 
Medical Anthropology Quarterly 16:476 -502.  
 
 
225 
Sahlins, Marshall 
1978     Culture and Practical Reason. Chicago: University of Chicago Press. 
 
Saltman, Richard B.  
1997  Convergence vs. Social Embeddedness: Debating the Future Direction of Health Care 
Systems. European Journal of Public Health 7:449–453. 
2004  Social Health Insurance in Perspective: The Challenge of Sustaining Stability. In Social  
Health Insurance Systems in Western Europe. R. B. Saltman, R. Busse, J. Figueras, eds. Pp. 
3–20. Berkshire, England: Open University Press. 
 
Sandelowski, Margarete  
        1995    Focus on Qualitative Methods: Sample Size in Qualitative Research.  Research  
                     in Nursing and Health 18: 179-183. 
 
Santora, Mark 
2006 In Diabetes Fight, Raising Cash and Keeping Trust.  The New York Times. November 25, 
2006.  http://www.nytimes.com/2006/11 /25/health/25ada.html, accessed September 2, 2010  
 
Scheper-Hughs, Nancy and Margaret Lock 
1987 The Mindful Body: A Prolegomenon to Future Work in Medical Anthropology. Medical 
Anthropology Quarterly 1: 6-41  
 
Schilling, Chris  
        2003     The Body and Social Theory. Thousand Oaks, CA: Sage. 
2004 Physical Capital and Situated Action: A New Direction for Corporeal Sociology. British 
Journal of Sociology of Education. 25: 473-487. 
 
Schlitterbahn  
2009 Groundbreaking Today on the Largest Entertainment Project in Kansas History First phase 
of the Midwest‘s premier year-round entertainment destination is scheduled to open summer 
of 2009.  http://www. schlitterbahn.com/…/2007-9-18a-kc.htm, accessed October 1, 2009. 
 
Schoen, C. with S.R. Collins, J.L.  Kriss, and M.M. Doty  
2008  How Many Are Underinsured? Trends among U.S. Adults, 2003 and 2007. Health Affairs: 
Web Exclusive w298–w309. 
 
Schoenberg, Nancy with Elaine Drew, Eleanor Stoller, and Cary Kart. 
2005 Situating Stress: Lessons from Lay Discourses on Diabetes. Medical Anthropology 
Quarterly 19: 171-193. 
 
Schroder, Steven A.  
2007 We Can Do Better –Improving the Health of the American People. New England Journal of 
Medicine 357: 1221-1228. 
 
Sered, Susan and Rushika Fernandopulle 
2006 Uninsured in America: Life and Death in the Land of Opportunity. Berkeley: University of 
California Press. 
 
 
 
 
226 
Sheiner, L.  
        1999    Health Care Costs, Wages, and Aging. Washington, DC: Federal Reserve Board  
       of Governors; April 1999. http://www.federalreserve.gov/pubs/feds/1999/199919    
       /199919pap.pdf, accessed February 6, 2008 
 
Sheldon, Marissa with Kim Gans, Ryan Tai, Tiffany George, Eliza Lawson, and Deborah Pearlman  
2010 Availability, Affordability, and Accessibility of a Healthful Diet in a Low-Income 
Community, Central Falls, Rhode Island, 2007-2008. Preventing Chronic Disease: Public 
Health Research, Practice, and Policy 7: 1-7. 
 
Short, Pamela Farley and Deborah Graefe 
2003 Battery Powered Health Insurance? Stability in Coverage of the Uninsured. Health Affairs 
22: 244-255. 
 
Skolbekken, John-Arne 
1995 The Risk Epidemic in Medical Journals.  Social Science and Medicine 40: 291-305. 
 
Smedley, B.D. with Stith, A.Y. and Nelson, A.R.  
2003  Unequal treatment: Confronting racial and ethnic disparities in healthcare. Washington: 
National Academy Press. 
 
Sobo, Elisa  
1995 Choosing Unsafe Sex: AIDS-Risk Denial among Disadvantaged Women. Philadelphia: 
University of Pennsylvania Press. 
 
Sontag, Susan 
1988 AIDS and its Metaphors. New York: Farrar, Straus and Giroux.  
1997 Illness as Metaphor. New York: Farrar, Straus and Giroux. 
 
Stark, Lisa and Huma Kahn  
2009 The Breakfast Battle: Consumers May Not Be Making Smart Choices After All: FDA Takes 
Aim at Misleading Food Labels, Hoping to Push Through One Simple Label. ABC, Good 
Morning America. October 21, 2009.  http://abcnews.go.com/Politics/Health/fda-scrutinizes-
food-labels-cereals-smart-choices-program/story?id=8878025, accessed July 31, 2010  
 
Steptoe, Andrew and Michael Marmot   
2004 Socioeconomic Status and Coronary Heart Disease: A Psychobiological Perspective. In 
Aging Health and Public Policy: Demographic and Economic Perspectives. Supplement to 
Population and Development Review Volume 30. L. Waite, eds. Pp. 133-150.  New York: 
Population Council.    
 
Stevens, Melissa 
2010 A Quick and Healthy Guide for Those on the Go. Cleveland Clinic, Miller Family Heart & 
Vascular Institute, Heart and Vascular Health & Prevention. Available on-line: http://my. 
clevelandclinic.org/heart/prevention/nutrition/conveniencefoods.aspx, accessed August 12, 
2010 
 
Stone, Deborah 
1993 Struggle for the Soul of Health Insurance. Journal of Health Politics, Policy and Law 18: 
288-317. 
 
227 
2008 Protect the Sick: Health Insurance Reform in One Easy Lesson. Journal of Law, Medicine, 
and Ethics 36: 652 - 659. 
 
Strain, Laurel  
1996 Lay Explanations of Chronic Illness in Later Life. Journal of Aging and Health 8: 3-26. 
 
Strauss A, with J. Corbin 
1998 Basics of Qualitative Research: Techniques and Procedures for Developing 
Grounded Theory: 2
nd
 edition. Thousand Oaks, CA: Sage.  
 
Suarez, Ray 
2008 Holding up a Mirror to a Classless Society. In Social Class: How does it Work. Annette 
Lareau and Dalton Conley, eds. Russell Sage: New York. 
 
Sunday, Julie with John Eyles and Ross Upshur  
2001 Applying Aristotle‘s Doctrine of Causation to Aboriginal and Biomedical Understandings of 
Diabetes.  Culture, Medicine, and Psychiatry 25: 63-85. 
 
Tansey, James 
2004 Risk as Politics, Culture as Power. Journal of Risk Research 7: 17-32.  
 
Tansey, J. with T. O‘Riordan 
1999 Cultural Theory and Risk: A Review. Health Risk and Society 1: 71-90. 
 
Thorpe, Kenneth E. 
2006 Cost Sharing, Caps on Benefits, and the Chronically Ill — A Policy Mismatch. New England 
Journal of Medicine 354: 2385-2386. 
 
Trivedi, A.N. with W. Rakowski, J.Z. Ayanian 
2008  Effect of Cost-Sharing on Screening Mammography in Medicare Health Plans. New 
England Journal of Medicine 358: 375-383 
 
Tulloch, John with Deborah Lupton  
1997 Television, AIDS, and Risk: a Cultural Studies Approach to Health Communication. 
Leonard, New South Wales: Allen and Unwin. 
 
Turner, Bryan S. 
     1984   The Body and Society. Los Angeles: Sage. 
 1992 Regulating Bodies: Essays in Medical Sociology. New York: Routledge.  
 
Turow, Joseph  
2009 Marcus Welby, M.D.  Museum of Broadcast Communications. http://www.museum.tv/ 
archives/etv/M/htmlM /marcuswelby/marcuswelby.htm, accessed October 5, 2009 
 
Unschuld, Paul Ulrich 
2009 What is Medicine? Western and Eastern Approaches to Healing. Berkeley: University of 
California Press. 
 
 
 
 
228 
VanDeKoppel, S. with H.M. Choe and B.V. Sweet 
2008 Managed Care Perspective on Three New Agents for Type 2Diabetes. Journal of Managed 
Care Pharmacy 14: 363-380. 
 
Van Wolputte, Steven 
2004 Hang on to Your Self: Of Bodies, Embodiment, and Selves. Annual Review of 
Anthropology 33: 251-269. 
 
Volkow, Nora D. 
 2008 Introduction. Annals of the New York Academy of Sciences 1141: 1749-6632.  
 
Walsh, Robert 
2004 Predatory Hospital Billing: Dynamic Cost Shifting to the Uninsured. Cambridge Quarterly 
of Healthcare Ethics 13: 200-206.  
 
Walter, Fiona with Jon Emery, Dejana Braithwaite, and Theresa Marteau   
2004 Lay Understanding of Familial Risk of Common Chronic Diseases: A Systematic Review 
and Synthesis of Qualitative Research. Annals of Family Medicine 2: 583-594. 
 
Weiss, Meira 
1997 Signifying the Pandemic, Metaphors of AIDS, Cancer, and Heart Disease. Medical 
Anthropology Quarterly 11: 456-476. 
 
Weller, S. and A. Romney 
1988 Systematic Data Collection: Volume 10.  Newbury Park: Sage. 
 
World Health Organization [WHO] 
2009 World Health Statistics 2009.  http://www.who.int/whosis/whostat/2009/en/index.html, 
accessed September 24, 2009 
 
Wiles, R. 
1998 Patients Perceptions of their Heart Attack and Recovery: The Influence of Epidemiological 
‗Evidence‘ and Personal Experience. Social Science and Medicine 46: 1477-1486. 
 
Wilson, Duff 
2005 A Sports Drink for Children is Jangling Some Nerves. The New York Times. http://www. 
nytimes.com/2005/09/25/sports/othersports/25drink.html, accessed September 25, 2005 
 
Wight Control Information Network [WIN] 
2006 Statistics Related to Overweight and Obesity. US Department of Health and Human 
Services. National Institutes of Health.  http://www.win.niddk.nih.gov/statistics/index.htm, 
accessed March 13, 2006 
 
Wolf, Naomi 
1991 The Beauty Myth: How Images of Beauty are used against Women. New York: William 
Morrow and Company. 
 
Wolff, Edward   
2002 Top Heavy: A Study of Increasing Inequality of Wealth in America. New York: The New 
Press. 
 
 
229 
Wolff, Edward N. 
2004  ―Changes in Household Wealth in the 1980s and 1990s in the U.S.‖ The Levy Economics 
Institute at Bard College, Working Paper No. 407.  
 
Woolhander, Steffie with David U. Himmelstein, Marcial Angell, and Quentin D. Young.  
2003 Proposal of the Physicians‘ Working Group for Single-Payer National Health Insurance. 
Journal of the American Medical Association 290: 798-805. 
 
Wuthnow, Robert with James Davison Hunter, Albert Bergesen, and Edith Kurzweil 
1984 Cultural Analysis: The Work of Peter L. Berger, Mary Douglas, Michel Foucault and Jurgen 
Habermas. London: Routledge & Kegan Paul Books Ltd.  
 
Zucchi, Kristina 
2009 Universal Health Care: A Win for Insurers? Investopedia. http://stocks.investopedia.com 
/stock-analysis/2010/Universal-Healthcare-A-Win-For-Health-Insurers-UNH-AET-WLP-
CI0129.aspx, accessed February 15, 2010 
 
Zuvekas, Samuel with Joel Cohen  
2007 Paying Physicians By Capitation: Is The Past Now Prologue?  Health Affairs 29: 1661-1666.  
 
230 
Appendix 1 (Page 1 of 2) 
 
Insurance Cues 
 Tell me about your health insurance (e.g. good or bad, cover or not cover)? 
 Can you tell me about an experience you had with your insurance company that stands 
out to you? 
 What do you think about the issue of health insurance in America today? 
 Was there ever a time you did not have health insurance? 
 Tell me the kinds of things you go to the doctor for. 
 Tell me about your last trip to the doctor, what was it like, what happened? 
 Was there ever a time when you did not have health insurance? 
 Tell me about it, what was it like? Did you ever need medical care in that period? 
 Is there a particular event or experience that you remember from that period? 
 Was there ever a time you needed to go to the doctor, but didn‘t go because of the cost 
(loved one; another reason)? 
 
CVD Cues  
 How do you decide what is healthy? 
 Tell me what comes to your mind when I say cardiovascular disease? 
 Draw a picture of a person at risk for CVD and describe them to me. 
 Why are you drawing that? 
 Next to that person, draw a picture of a person with CVD…why are you drawing that? 
 How would the person in each picture differ if they were the opposite sex? 
 Is there someone you know that had an experience with this disease?  What was that like 
for you? 
 Tell me all the things that increase people‘s risk for CVD (and rank them). 
 Why did you list each one (go through)? 
 Tell me all the things that decrease someone‘s risk (and rank them). 
 Why did you list each one (go through)? 
 Does the recent smoking ban in KC affect you?  Tell me what you think about it. 
 Were you (or a loved one) ever a smoker? What happened? 
 Have you (or a loved one) ever been diagnosed with high cholesterol or high blood 
pressure? What was that like? 
 Tell me about the things you do that you think increase your risk.  What do you do to 
decrease it? 
 Is there someone who increases your risk?  Tell me about them? 
 Where does your CVD knowledge come from? 
 Has a medical professional ever talked to you about CVD?  Can you tell me what that 
was like? 
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General Medical Questions 
 
 Tell me about the medication commercials you‘ve seen on television? 
 Have you ever seen a commercial and wondered if you might have the condition it talked 
about? 
 Tell me about this experience, did you go to the doctor, what happened? 
